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ABSTRACT 

Addressed especially to conmitihity pediatrician but 
also useful to other health workers, this manual discusses aspects of 
day care that require i physician's atteht Chapter i historically 
traces the positive effect of a nurturing environment upon the 
development of the infant and child, covering the period from the 
early 19bbs to the present. Chapter 1 1 sets forth precise suggestions 
for program components advancing child health. Chapter ii! depicts 
the role of the pediatrician in advocating day care adapted to serve 
children with special needs effectively, and discusses several 
settings in which children with different disabilities can be 
accommodated^ Chapter IV addresses the issue of child abuse. Chapter 
Vdescribes measures that retard the spread of contagious diseases in 
day care facilities and makes suggestions for the prevention of 
infection . Chapter VI reviews factors that increase the risk of 
injury to children in the day care setting. Rules are provided for 
the maintenance of a safe environment and advice. is given for 
handling injuries that do^o^ Chapters VII, VIII^ and IX supply 
information intended to increase health prof essioiials* _ ability to 
serve effectively as consultants* Many related materials are 
appended, such as sample letters^ forms, and several checklists, but 
also including guidelines, reconn^ resource lists, 

glossaries^ brief discussions , and a national directory of state 
offices providing advice on safety* (RH) 
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FOREWORD 



HIStORIGAL PERSPEOTIVE 

The association of day care and health cafe is riot new. 
When charitable agencies established the first day ritirseries 
in New York and Boston in the midnineteerith ceritmy for 
"children of worthy working mothers," they certairily sought 
fee counsel of physicians. As nursery school becariie a com- 
mon experience for children from more affluerit families in 
the^ efflrfy i92ds, the advice of pediatricians was sought by 
families in finding "good" schools. A pamphlet produced in 
the '20s by the Child Welfare League of America, entitled 
Gare^ A jPartnership of Three Professioris," displayed 
on Jts^ coyer a teiangle with Health, Educatiori, arid Welfare 
forming the three sides. 

in the eSly i94ds, under the leadership of Dr. Ledria 
Baumgartnei^ a pediatrician who served as Commissiorier of 
Health for the^ City of New York, a Division of Day Care> 
Day Camps, ^d institutions was formed. This Divisiori was 
responsible for licensing, counseling, and providing stafF- 
pi^ent education for daytime programs for children. Its staff 
consisted of e*irly childhood educators and child welfare spe- 
cialists ^^o woriced closely with public health nurses. Day 
care and healfe care became even more closely linked in 
New York when Br Harold Jacobziner, another pediatrician/ 
public health physician, established health supervision clinics 
in some of the city's publicly supported day care centers in 
low-income areas. 

The obligation of pediaSicians to help in the developmerit 
of soimd day care jrograms became clearer after the estab- 
lishment of the American Academy of Pediatrics (AAP) and 
its journal PEDlATlliCS^^ M^re published stressing 

the responsibility of pediatricians to take part in the day 
care field, and a statement to this effect, prepared by the 
Committee on ffiSmt and i^eschool Child, was printed in the 
AAP Newsletter of November 15, 1966. 

Also in the '6^s the Section of Maternal and Child Health 
(MCH) of the American Public Health Association took actiori 
that deepened the involvement of pediatricians in day care 
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programs. An interdiaciplihary comraittee set up by MCH 
with a pefliatncian/public he^dth physicifjn as its_chainhan 
met under the sponsorship of the U.S._Children's_Bu_reau_ih 
Washington. Dr. Eatherine Bain, the Bureau's Chiei of Re- 
search in Ghild Development, suggested that the MCH com- 
mittee include representatives from the ChildWelfai^e Leaguel 
and the American Academy of Pediatrics. The members of 
the AAF who attended the first two meetings of the commit- 
tee, Drs. Samuel Earelite, Edward Wakeman, Belle Dale 
Poole, and Patricia T. Schloesser, continued to work actively 
with the group as the _MC_H Committee established sub- 
committees on the care bfJnfanta,^ handicapped children^ and 
the sch>ol-aged child. The MCH Comraittee carried but 
studies relating the extent of health ihvblyemeht in child 
day care, and ja_ pamphlet resulted, entitled "Day Care, with 
Focus on Health," edited by Laura Dittman. and published 
by the Sbvernrhent Printing Dfifice, as one bf the Children's 
Bureau documents. _ _ _ _ _ 

Federally sponsored prDgrams for the supervision of chil- 
dren routinely ihvbJved d^_ care^ TheLXahham Act financed 
child care centera during World War 11 that were open long 
hours, evenjjvernight, to accbmmodate parents working on 
every shift. Funds werelihcluded.for nurses and nutritionists 
acting as cbnsultants. In 1965, Head. Start began as a pre- 
scTiool siiromer child care prbgram for poor children. The 
total heeds bf the cliild were addressed by adding medical^ 
dental, and family cbmpbhents to this child care service. 

Private resources have also been used to join day care and 
health care. Mggbr contributibns have been made to the un- 
derstanding of health in day_ care by the R:ank Porter 
Graham Child Develbpment Center at the University of 
North Carolina in Chapel Hill. The Center's program^ opened 
in 1966_and still in existence, has focused oh childhood illness 
in the day care setting. It has carried but a number bf signif- 
icant stndies that have resulted in hew information regarding 
t3T)es, fiequency, and mahagemenc bf infectious diseases in 
clrildreh. _ _ _ 

By_ the 1970s health prbfessibhsds, ydtii pedia 
the forefront, were brgahizihg and articulatihg their advice 
for health maintenance in day care establishmehts. The Com- 
mittee on Infant and R-esdiobl Child bf the American 
Academy bf Pediatrics, under the chairmanship of Dr. Samuel 
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Karelitz, initiated the development of s ^^f^^iit on Stand- 
ards for Day Care Centers for iirfantg _to^.|HiJdren tmder 
thres years of age. It was first pubiisije* ti^ ^^^i and it was 
revised and e^anded_jn 1975 rade^ tite %ction of Dr. 
William B. Forsythe. The. document w^^J^S'^ted again by 
the committee in 1980 under the chai^ajj^?^!^ Dj.. David 
B. Friedman. The present manual, f^fhtes the 1980 

veraion, has been rewritten 1^ the co^j^tt^'^ include val- 
uable advice firdm educators and soci^ ^(7^*% a$ well as 



It is imperative to continue collaboi^t^Ph ^^^g aiJ of the 
disciplines and ihdividuas responsibly lor healtii and 
welfare of children and their familie^. W^^Ver day care 
and health care services exist for families W^feildreh, physi- 
ciarB should coritihue to make their CQpftrib^^^^^^ to the pro- 
motion of the physical, social, and et^^i^i^i^ WUheine of 
the child. 

La ^<;lla, ^*M®)mia 
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INTRODUCTION 



iTiis mraual IS adcfressed primari to physicians, espe- 
cially community pediatricians, who are increasingly called 
upon for advice concerning the health maintenance of chil- 
dren in day care facilities. Administrators and staff of these 
f&cilities, as well s© p^ents of children served by them, fre- 
quently have questions about health issues that can be 
answered auffiontetiveiy only by professional health care per- 
sonnel. The m^nrf presented in the manual will be useful 
not only to physicians faced with these questions, but also 
to epidemiologists, sahitariahs, and public health and commu- 
nity nurses, individuals hot trained in health cafe, but who 
are responsible for hesdth-felated aspects of chili cafe pro- 
grams, may also find this manual helpfal, pafticulafly with 
the assistance jof a health cohsultaht^ 
_ Since the American Academy of Pediatrics published 
Standards for Day Car^ Cehfers in 1971, day care programs 
have expanded significantly. The central office of the 
Academy and membex^ of its Committee on Early Childhood, 
Adoptibh^ and Dependent Care have received isequests from 
diverse grpups_fbr more infofmation than the 1971 publica- 
tion jprovided. Rracticing physicians, health depaitments, par- 
ent support groups^ and newspaper and magazine feature 
writers pose questions about checklists for assessing the qual- 
ity of day care^ tiie management of a specific communicable 
disease^ alternative care for the sick child, policies for the 
child with speciaLheeds^ and the health considerations of day 
care for infants. This manual supplies ianswers to these and 
other questLbns on health-related topics for the current time. 
More specific inforination related to health topics covered 
here may be_found in other publications of the American 
Academy of Pediatrics^ e.g., The Pediatric Nutrition Hand- 
book. The adaptatibh of the general infonnatibn presented 
requires cbllabbfatibn between health and day care profes- 
sionals with an interest in the same day care programs. 

The AAP recognizes the cbntributibris that other human 
service groups have made to the literature on day care pro^ 
grmns and facilities. The Child Weltoe League of America 
(CWLA) issued a_ revised version of its Standards for Day 
Care Service in 1984^ and^ alsb in 1984^ the National Assbci- 
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ation for the Education of Young Children (NAEYC) pub- 
lished the Accreditation Criteria and Procedures of the Na- 
tional Academy of Early Childhood Programs. These docu- 
ments make valuable recommendations to admiriistratbrsj 
educators, sj)cial workers, and health workers regarding staff 
qxialifications^ physical site, cumculum, training of person- 
nel, program admjnistration, and the role of parents. Because 
the subject msrtter in these areas is treated with an expertise 
often hot possessed by the physician asked for advice about 
day care, the readers of this manual are urged to use these 
other sources. 

The chaptera that fbU in this book present the child care 
setting; the interplay of child, family, and professionals 
therein; and the health, growth, and developmental factors 
that require the physician's attention. In the Foreword, Dr. 
Ann deHu£F Peters described the long history of cpllabbratipri 
betweeri pediatricians and child care providers. To bring the 
reader up-to-date concerning the commitment of the AAP^ 
the Academy's statement ^"The Pediatrician's Role in Prbrnbt- 
ing the Health of a Patient in Day Care" is reprinted frbrn 
the July 1984 issue of PED (see Appendix I.l). 

The firat fom chapters supply information about day care 
necessary for the physician who is asked to recornmerid mea- 
sures for health promotion in care facilities. Just as doctbrs 
have to assess the chiW for whom they would prescribe treat- 
inent, so they have tojbiow the setting for which they suggest 
health rnaintenaiice pr^ced^^^ fir^t chapter traces the 
positive effect^ of a iiurtming envirormient upon the develbf^ 
ment of the infant ^d child from the residential infant care 
provided at the^uri^of the centiiry to the well-run mbderri 
day care programs that supplement care at home. Fbllbwirig 
that overvie\<^ Chapter^ n sets forth precise suggestions for 
program components that advance the health of the child. 
Attention is given to the unique characteristics of the child 
and the modification^ of enviroimiental factors such as nutri- 
tioh that will erfiance jrowth and development. A strbng 
plea is made tosi^port parents' involvement in the day care 
choice and program. The child with special needs is covered 
in Chapter IH. Ilie text elucidates the role of the pediatrician 
in adyocatihg day care adapted to serve this child effectively 
and discusses a variety of settings in which children with 
different disabilities can be accoirmiodated. The fourt;h chai> 
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ter in this section addresses the issue of child abuse, a 
phenomenon reported wife increasing frequen(gr. It analyzes 
thoroughly its prevention, recognition, and management. ^ 

The remaining chapters freat health care provision and 
management specifically. Bhapter V describes measures that 
retard the spread of conta^oiffi diseases in day care facilities 
and makes practical suggestions for the prevwition of infec- 
tion. The subject is crucial because questions related to infec- 
tions are those most frequently asked of the health profes- 
sional by the child care providers. The sixtii chapter reviews 
factors that increase the risk of injury to children in the day 
care setting. Eules are provided for the maintenance of a 
safe environment and a^^ice is given for hahdUng iiyun 
tiiat do occur. Besides orgsmizing maferial for the physician, 
tiiese two chaptera will be an excellent resource for child 
care administrator responsible for training staflf membera 
and devel(^ing policies regarding health aijd safety. 

Chaptera Vn, Vm, and S have been included in the man- 
ual to supply information that will render health profession- 
als more effective as consatants. It is the Committee's hope 
that physicians and other woflcers in the health care field 
will be encouraged to make themselves more accessible to 
child care provider. Now Siat the number of children cared 
for outside the home is growing, it is time for physicians 
who have occasiondly gwen advice over the telephone to 
mvblve themselves more intfanately in the day care setting. 
Their help is needed, for instance, by day care provider 
training staff membera in health measures. Chapter Vn in- 
cludes useful comments on the sclxeduling of such training, 
sugects to be taught, and teacTiing methods that work^ 
_ The eighlii chapter, 'Ttte Hedth Professibngd as a Health 
Cdhsultant to Day Care Progranra," is a revision of a chapter 
tiiat appeared in the 1971 AAP day care manual. Written m 
tiie form of a guide for the pechaWcian who is called upon 
or has volunteered to serve as a consultant, this section offers 
general instructions fbr advising and sunmiarizes some^p^ 
the material dealt with in greater detail elsewhere. Health 
professionals acting as considtants must be fMiiliar with reg- 
ulations for day care in their own comraumties, whether they 
emanate from the municipal, state, or federal level. The final 
chapter emphasizes this point and describes w^s in which 
health care providers can help to change policies governing 
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he^th-related agencies. Health advisory councils are de^ 
scribed and health professionals are urged to participate in 
their development and artivities. 

The Appendices provide sample JeSeis, fqms, and 
checklists that will save readers the labor of creating their 
own. The Committee intends tiiis manned to serve as a refer- 
ence on the several topics it covers, and so has made each 
chapter pbmprehensive despite the nsl^ of Repeating some 
information. If the piirpbae of the GoEamittee is fiilfilled, 
physicians and other health professionals should be able to 
increase their contribution to day caxe of high quality for 
the young children who are of concern to all of xis. 

Setoa R. Deitch^M.D., Editor 

For Ilie eonMoittee on Early Childhood Development, Adop- 
tion, and Dependent Care 
American Academy of Pediatrics 
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DEFINITION OF DAY CAt\B 



Day care means the care, supervision, and guidance of a 
child or cMldren^ raaccompa^ pariht or other legal 
custodian, on a regular hasis, for periods of less than 24 
hours, included in the definition are Sie following examples: 

• Ite^lar babysitteri fe^ child's home. 

• B^tmily d^ care (care of six* or fewer children in the care- 
giver's home). _ _ _ 

• Share care (care of a few childfeh of several families in 
the home of one of the parents), 

• Group homes (sS to twelve* (Sildreh ih a residence, with 
more ^an one caregiver to meet ratio requirements). _ 

• Day care centers, either part-day or full-day, including 
Head Start, nurse^ scSiools, fall-day centers, centers that 
care for infants, centera that care for presclibbl children, 
centers that care for S(3i6ol-aged children before and after 
school and during vacations, centers that care for children 
of different ages, and centera that care for cliildreh with 
special needs. 

• Child care that meets the heeds of parents who work nights 
or require supervised cliild care for parts of a day (e.g.^ 
night care or drbp-ih cafe). _ 

TeiTOS used in designating special Jbrms and components 
of day care are defined in Appendix 1.2. _ _ 

For Sie purposes of this manual, we are hot including in 
the term day cafe any of the affangexnehts that pafehts are 
able to make fof the care of theif cliildreh within the re- 
sources of the family and its very close friehds. About half 
of wofkihg pafehts are able to makejsucli arrangements. 
Examples of care excluded firom the defihitidh are: 

• A pafeht oh maternity or patemiiy leave from work 

• A pafeht wbfking at home _ 

• Pafehts staggering their work hours so that someone will 
be at home at all times 

• Ah bldef sibling caring for a ybuhger one 

*Me_ niimbera used in defining tlxis category of care will vary from stiate 
to state. 
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* A relative or very close friend caring for the diild in the 
child% own home 

* A relative: or very close friend caring for the child in the 
relative's home 

* The child caring for himself or herself Gatch-k^y child) 
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Chapter 1 



PROMOTfiON OF DEVELOP|«lirJt IN THE 
OUT-OF-HOME CHILD CAr6 ^^I-TIMG 



1.1 Intrdductibri 



The tenn day care is used to describe clP^^} ^gre super- 
vision provided out of the hoffie by p%(;Hs ihm the 
parents or in tiie home by a nbnamily ^'^^To^^^ use of 
such care for children has become ihcr^^iti^'?. Videspread 
in many countries, including the United gt^te?' "^Vevgr the 
care of diildren even part times outside t^e ^^'^^^r feaiilv 
has raised many concerns. The implicatiQ,^ ^IJ^J day cs^ 
for chil<h-en'8 health, emotional state, a^^ PsJ' - ^ogi^l de- 
velopment continue to be controversial. ^R^f^^V^jfn^ about 
ffie advisability of day care, the phyBic\^ &^!^^k^ly feels 
uhconifortable rendering a professional i^W'iJ^j^^. Yet the 
physician is often regarded 1^ parents ^ '^e ^^jy gouice 
of such an expert opinion. 

The impact of child-rearing settings o^j ^^^^ 
under investigation since the turn of tl)^ <^*il^ Early 
studies focused on mortality, but more r^c^^^tl^ J'*!^ complex 
issue of morbidity has been addressed. ie^*^% of these 
investigatifflis provide eassurihg iuforrh^tjOii aiterna> 
tive diild-rearing settings which are bec^^^(»^i^ ^^easiagly 
necessary in our society. This chapter a brief 

retaew of some of the studies, a descnpt^o?* o{*% fleed for 
day care and a discussion of the physicia^j'^i fol^ ^ assuring 
good day care services for children. 



1.2 Studies of Child Rearing 

^In 1908 Dr. Hari^r D^ght Chapin, a p^#«ti^'j^ in Mew 
Yorki described a marked decrease in B^^j^]0 infanti 
who were moved 5om institutions to fdste^ V^m^t^itix close 
medical and nursmg supervision. In some i^tii^*'^^ 
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time infant mortality appro^hed 100%. Placement in a foster 

home j'educed mort^ity significantly.'^ 

Despite presentation of these findings in national pediatric 
jqiraajs and at nieetings^ many infants^ continued to be^sant 
to orphanages. The pereistent use of orphmages smd similar 
institutions resulted ^_P?^^_fro™ 

prevent the entrance into adoptive or foster homes of persoim 
who, in the early 1^008, were referred to as '^entally defec- 
tive" or "feeblt-minded." ^fypicailj^ infants were tested be- 
tween one and two ye^rcjif age to determine jnerotal atility 
Since prevailing developmental theory^heid that ability was 
fixed, being determined by heredity ^djmaffected by envi- 
romnent, '*retai^led" infants we^e expected become "re- 
tarded" children and adulte, continuously in e^^^ supervi- 
sion^ hi countless cEBes, retention of these^ iof ants in institu- 
tions actually raused retarded fiinctioning. 

in the 193ds a serenctipitous observation by Skeels^ a 

psychologist in Iowa, provided the basis for a 4?5sic^f>cperi- 
ment demonstrating J;he mm^ked effect 9? environment on 
development. Skeeis had tested and certified that a iS-^md 
a i6-month-old were fimctijining at an 'Hj^becile level of men- 
talj'eterdation." The children were accordfa^y transferred 
from the nursery orphmage to an institution for the feeble- 
ininded. Six moiiths later; Skeeis caine across these children 
9? ^® the imtitution. Much to his sttrprise, tihese 

SiilSe^n appeared to^b^ normally^ He re-tested 

them and found changes of 31 and 52 iQ pqinte. These as- 
tonisSing resulte led Sm tojm^^ ^_^^^er unusual ex- 
periment. As he^t^ed, he_aiTmiged the "Saiisfer of mentadly 
retaried children in ffie orphanage nurserj^ one to two years 
of age^^ to an iristitution for feeble-imnc^ to make 

them normal." All the tomsfcn-ed children jhowed gains o 
IQ tests (3C = +27.6, range = 7 to 49 points) and in JheS 
gejier^ level of performance. Conversely, a conteast grot^) 
^© remained ^t the orphanage showed a progressive de- 
crease in performance on IQ tests (x=^26.2, raage = +2 
to ^ ^.5 p^ointe)^^ Aiialysis of the Iransfen^ed irxfants'^ environ- 
J^® ?^?® and inmates "adopted" these 
i]rfants, providing^ stmula^^ and norturance i«to:h was ab- 
sent at the orphanage^ 5te infants were subsequently placed 
in adoptive homes^ rad follow-up into adulthood indicated 
Aat they continued to do well.^ 
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This landmark study demonstrated that ehvironmeht, par- 
ticularly one with extreme s:'irQulus deprivfrtion, had a 
marked elSect on child deyelopment. FiuthGiro the study 
showed that it was not the institutional setting per se, but 
the degree of stimulation and caregiver responsiveness that 
'vas critical to successflQ development during the first few 
years of life. 

Like Chapin's 1908 worfe Skeels" study was largely ignored 
for some time. The negative impact of a poor environment 
on children's physical wclPbeing identiSe^d by Ghapm ana By 
Skeele was rediscovered in the 1940s and '50s. Maternal dep- 
rivation wp presen^-4 as s me^or causoiive factor in non- 
organic failure to thiiye. SinglxD J but this environmental 
cortiponent^ Spitz identified the absence of mother iove as the 
cause of the physical and psychoemotibnal syndrome of retar- 
dation that he termed anaclitic dexjreasion. The key role 
played by environment bh the grbivth of infants was fhroly 
established. 

Ho weyei^ the exact nature of the bptimal environment 
needed further delineatibn. Theory _bf the 19408 and '50s pos- 
tulated that only mothers in the_ home could foster noimsd 
development. Hie World Health Organization's Expert Gom- 
mitt^e led by Bbwlby in 1951 stated that day nurseries and 
rjreches inevitably caused ^'permanent damage to ffie emo- 
tional health of a future generation."^ 

Margaret Mead, addressing the American Psychiatric As- 
sociation, expressed a cbntraiy pbiht of view: 

lliis, as Bilde Bruch has cogently pointed out, is a new and subtle form of 
w*^^^?^ gu^se of exalting the importance of 

maternity— are tying women more ti^tly to their children: . . .arithroiwlog- 
it^l evidence gives Rp support at jpresent to the value of such an accentuation 
of fJie tie between mother and child.*^ 



The controversy about the importance of the mother's pres- 
ence persists, but as Rutter has pointed out, eariier studies 
failed to make the key distinctioh between materiial depSva- 
tion and general environmental deprivatibh, which frequently 
coincide. Children reared in various settings with one or a 
few consistent caregivers other than thejnother, who provide 
adequate stimulation^ shbw no untoward effects— psychologi- 
cally, socially^ or embtiohally.^*'^*® 
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Later studies clearly suppbit the observations of Skeels 
and Dye: adequate stimulate bh and nuiiurance provided by 
a stable grbup of caregivers are c:iuaal i^yr nbrinal develbp- 
ment during tbe iirst years of life. This point is borne but 
by analyses of cliildren in Head Start the extensively studied 
preschool day core prbgram launched in 1965. Initial repbrts 
were disappointiiig in that the gains made by Head Start 
childfeh in cognitive performance, asmeasured by IQ tests, 
had disappeared after sclibol entry. This was touted as evi- 
dence for tiie fiitility of early educatibn for disadvantaged 
cMldrsh. The thebrists whb consider geneticsdly determined 
ihferibriiy an impbrtaht factbr in the disadvantaged, predbm- 
inahtly blac^: population cite these early studies as proof bf 
their premise* However, continued inyestigatibn has led tb 
significantly difi&rent results and cbhclusibns._ 

Long-term studies have dbcumehted a marked difference 
in the need for remedial services duriiig the scTiolbl ye&B on 
the part bf children whj) did^d did nbt attend. Head Start. 
Children ih\'blved in Head Start programs of high quality 
failed prbmbtion. less frequently, needed fewer special educa- 
tibn classes, and completed high sclibbl in greater numbers 
than children hbt ehrblled in the experimental preschbbl prb- 
gri^cns. Even mbre impbrtant^ as adults th^ achieved^ a 
higher rate bf empl(^meht_ahd held better-paying jobs. The 
cost/benefit ratib bf Head Start calculated bhly bh the basis 
bf decreased heed of special educatibn senaces dembhstrated 
that this program was extrabrdinarlly ecbhbimcal.^»^° _ 
_ Even mbre impressive gains have been found at _the FVai^ 
Pbrter Graham Develbpmeht Center in Chapel HilU North 
Carolina. An experimental study in which infants from disad- 
vantaged hbmes were placed in full-time day care until school 
age Jias sbbwa that these children fiinctibned in schbbl at a 
level fetr superibr tb thbse in a matched grbup hbt given day 
care. A startling by-prbduct of this ihtervehtibh was that the 
parents bf cliildreh in the day care group went oh to biitaih 
further educatibn ahd better johs. Thus^ the parents improyed 
their sbcio-ecbhbhiic status markedly^ eveh though there had 
nbt been ahy specific pareht-traihihg cbhxpbheht ih the day 
care program.^^»^_ _ _ _ _ _ 

_ The studies cited here ahd bthers like them have hbt ended • 
the argumeht between the propbhehts for heredity ahd those 
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for envirbnmeht as the major determinant of faiman develop- 
ment, Tlie classic controveray continues, pro^Sding a dialectic 
that influences issues relevant to ffild care.^^ Whatever the 
balance Jbetweeh genetic endowment and environmental influ- 
ehceSy tibie fact remains ifiat only ^e environment can be 
manipulated;^ changmg it has restated in sig^Scant in^rove* 
meht of perfonnahce. eurrently, we have sufficient knowl- 
edge t6_ define elements of the environment that will affect 
tiie quality of care either in iSxe home or in a dx^ care setting. 
The requirement of day care for children of wo]^fig mo&eiB 
heed hot be deplored as a necessity ^at inevitably com- 
promises normal development. In fact, for children from mm- 
gihal home situations, day care may enhance peiformance 
and abilities.^*'^^'^^ 

1.3 Need for bay Care 

In the Uhited States the supply of cSld care lags so far 
behind the demand, that more than one child in six under 
13 years old, including many preschoolere, m^ lack adult 
supervision when a parent is away. The need for infant care 
is a problem in almost evei^ American communit^^ as is the 
scarcity of after-school programs for young cSldren who are 
sometimes left waiting up to four hours a day in empty 
homes, in school yards, or on neighboiSood streets, while 
parehts work. San Francisco's InfoimSion and Referral Ser- 
vices reported that in the final quairterof i9M, over 55% of 
requests were for care for infants fi^m bfaih to two, with 
40% of these for infants under seven mon^. Parente who 
cahhbt afford the full fee for infant ceie may find that there 
is ah 18 to 24-m6hth wait for a place in a subsidized program. 
The hiunber of working women wiS& children has increased 
dramatically in the yeara following Worid WS H. Only 29% 
of women with cliildreh under age 18 were Jh the Jabor force 
in 1947; ih contrast, 60% of these women were employed in 
1982, a three-fold increase ih about 30 years. As more and 
more parehts of young children w6A, child care needs vriH 
become, an even greater problem. 

The following statistics provide fhrther indication of this 
heed: 
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• Almost 47% of married mothers whose youngest child is 
imder bne year of age are in the labor fbrce^ a 95% increase 
since 1970. 

• Among married mothers wth_ children whose yotingest 
child is two years bf agei 53.5% are in the labor force, a 
75% increase since 1970. 

• Almost 58% of mamed mothers whose youngest child is 
under age three are in the labor force. 

• Of all mothers married aiid uiimaitied, mbi^ than 52% 
with cluldren under age six are in the labor force, 

• Over nine million children under age six have mothers in 
the labor force. 

• Oyer 15 tdillibn children tinder age 13 have mothers in the 
labor force. 

• Most employed mothers— 71% in March 1984— work fiill- 
time. Even when their youngest child is tinder three, abbtit 
65% bf emplbyed mbthers are fiill-tiine wbrkers.^'^ 

Eveiy mother who works has to face md solve^tte 
5^are. There are particular sitaations, however^ 
the parent or tte child is at special risk u nle ss adequate day 
care service is ayBdlable^ Without such serv^ ^^?9^ 
adolescent parents cannot return to school to con^lete tiieu* 
education. Eveiy jrew 52^^^ babies are born to teenage 
Siris; if these young women have to drop out of school, they 
reduce their chances of getting a job that would ultimately 
make Jhem sejf-suppqrtm tmd ^^il^^^ 9^^^*^^^ 

constitute motter group for which child cme is a priority 
Parente of handic£5)ped children me also de^ ^^^d 
of care fecilities.^lie 5GG,Gd^^ j^^^^^apped chilcben und^ 
age 6 and tihe 3.7 nifllion of school age commqnly have specif 
requirements. In many cases, the best way J» re^ifcce fiumly 
stress an^protect tihe children from hsrai is to separate the 

children from tiie parents for all pr part of the day. 

^^"^ are wori^ tiiqy 
need the income and most need assistance^ obtain quahty 
child COTe. in 1983, two thirds of sdl women in &e labor 
force were single, widowed, divorced, or had husbands ^o 
earned less than $15,000. 

Ino^asing the availability of cUId care programs Js only 
half tiie battle. The other h^is financing them. 1^ 
vsiio need dsy care jervice jnost cffe freq^entty^ose lerat 
able to pay for it. A mother who heads a single-parent house* 
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hold often subsist near or Below the poverly line. Ih 1982 
the average single mother with children at home earned only' 
$8,951. In most communities, she would have had to pay 
ahnost one third of her income to pm^hase cenfer-based child 
care. This is three timfis more &an tie 10% of the budget 
considered reasonable for child cMe expenses. Despite their 
lunited resources^ single mothers are compelled to seek places 
to leave their children while ffiey work. The Child Care In. 
formation and Referral Service in eleveland receiy^ 30% of 
Its calls in 19^ from women in this category; and 70% earned 
less than $10,500 annually These working mothers need help 
m meeting their child care costs. 

The availabaity of financial assistance for day care rould 
make a difference in the lives of a significant number of the 
nation's chadren. Cuirently, over 12 mUlion children under 
18 years of age, or one in five, live m a single-parent family 
headed by the mother. By 1990, the ratio is expected to be 
one m four, double that of 1970. Afready, half of all black 
children hve with their mothers only Many of the children 
who have two working parents should be included among 
those who would benefit: 25% of married women who work 
outside the home have husbands ^o earn less than $10,000 
Since more than half the women who are employed also make 
less than $10,000, the combined incoSe of husband and wife 
does not always guarantee ability to pay what day care mav 
require. 

The lack of child care programs rad the paucity of financial 
rasistance to pay for them are mqjor factors in keeping 
vi^omen and children in poverty. A recent Census Bureau 
SOTvey asked the m^ority of moffiers who are not in the 
iabor force whether they wom work if cMld care were avail- 
able at a reasonable cost. Forty-five pereent of the single 
mothera m the survey replied aSirmatiydy^ as did 36% of 
^1 mothers (single parente and those in two-parent house- 
holds) with family incomes under $15,000. Obviously, there 
are good arguments for supporting diiid care initiatives.^^ 



1.4 The Physician's Role 

Physicians have a strong interest in day care. Their key 
role in reducing child mortaUty in the past and their present 



ERIC 



8 Promotion of Development In the bpt-of-Home ehild Gare Setting 

involvement in limiting childhood morbidify leads them to 
recognize the child care setting as an important factor in the 
healthy functioning of children. Because more and more in- 
fants, preschbolera^ and early school-aged children are pend- 
ing a large part of each day in outM)f-home care centers, 
physicians fikd tiiemselves calculating the effect of non- 
parental, cwegivers as well as family members on the matur- 
ing child. To assiire the well-being of a child, the physiciEca 
can encourage families to look for, and even help tiieni 
find a care program with a well-trained, responsive staff, and 
clean, safe quarters. 

Physicians can help day care administrators and staff mem- 
bers as well as parents by sh&ring their knowledge of the 
unique cliaurajrtenstics of a child. Plannera and caregivers in 
but-6f-home facilities, like parents, have to be able to recog- 
nize eadi child's level of ftinctioning, anticipate emergmg 
skills^ and design approaches that enable the child to achieve 
specific goals at various stages of development. By promoting 
cominimicatibn among the people who care fbr a child in and 
out of the hornet tiie pl^sician can help assinre that the child's 
specifid heeds will be addressed consistently. To perform this 
fuhctibn efiectively^ the physician has to be well-infbrme^^ 
about day care and willing to allot the time required to pro- 
vide consultative services to families and day care staff. 

Because tiie public has great respect fl3r their judgment 
and expertise, pTiysicians can be powerful advocates for d^ 
care of good quali^ in iheir communities. Advocap^ howevei^ 
draws the doctor into the intoirtwined and imresolved issues 
associated witii day care everywh^ Qualii^ caregiver 
wages, and tiie aflfordability of the service sure interliidked; 
increasing the size of tiie staff or offering higher salsoies to 
attract desirable workers and competent admnistrators 
raises bperating: cost and the quality of care improves^ but 
it becomes unaffordable for more people. Since reductio^^ 
staff and reductibhs in the wages of child care prqyidera, 
who are hbtoribusly undeit)aid iii the first place, are directty 
related to Ibss of quality in a program, the best solution is 
often public or private subsidy. Physicians can voice support 
for the legislation of tax credits for day care expenses or the 
establishment of scholarships or any mechanism they think 
apprbpriato to sblve the fipancial problem. 

Finally, physicians can deteimine the ffeatures of a child 
care prbgram that encourages wholesome child development 

So 
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and communicate them to parents and the public at large. 
Doubtless, every physiciari will make his or her own assess- 
ment of what is necessaiy for optimal care, but the following 
list presents a set of basic priorities. A good cafe program 
should: 

• Provide a safe, seciire setting for children whose parents 
must be away from them for part of the^ 24-hbuf day. 

• Utilize as caregivers persons of good cTiafacter who are 
properly trained and naturally warm and responsive to 
children. 

• Rx)mote sound health and the development of physical 
abilities. 

• Offer a stimulating environment where cTiildreh wiH Be 
able to master cognitive and cbmmuiiicative skills. 

• Encourage children to develop at their own rate. 

• Niirture the children's self-confidence^ curiosity, creativity 
and self-discipline. 

• Stimulate children to ask questions^ solve pn)blemS| make 
decisions, engage in activities^ and explore and experiment 
with their enyirdnmeht._ 

• Fbster the children's skill in social relationships, their sense 
of self-este^, and an understanding of the common human 
dignity that imderUes facial and ethnic differences. 

• Provide guidance for the children and help fof paf ents in 
improving their child-raising skills. 

• Promote cooperatibn among parents^ caregivera, public and 
private schools, and the community^ 

Physicians, community nurses^ social wbrkeiB, educatbra, 
and others who tx)uch the lives of children can, if they inform 
themselves about day (^e and work together bring about a 
tsransformation in the field of child supervision and 
development. 
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Chapter 2 



KEEPING THE GHIbD HEALTHY IN THE 
DAY CARE SETTING 



2.1 Intrdductidn 

i^otection from e^nvi^ prevention of ill- 

ness, arui prom^otion of well-being are important^ in the day 

ciaps and other j)rovider8 of health cotc recognize, good inten- 
tions otc not in themselves sirfficient to assure the health 
and happiness of children in either place^ The day cotc pro- 
gram^howeyer iirfoima^^ 

that promote the clrildrerfs physical, communicative, social 
and cognitive development^ If tjie meft are^ success- 

ful^ they will reduce &e incidence of destructive, resistive, 
purposeless behaviors, hii^i activity levels, and poor dietary 
habits (the "new morbidities") in the population served.^ 

TMs chapter descnbes and recommends practices ti&at help 
to assure iite health of the cjnWren collectWely and that 
provide a good experience for each cHld^ No at^ is made 
to cover eve^ aspect of the day care operation. 



2.2 Factors Supportive of the Health of Children in 
Child Care Programs 

Personnel 

The day care staff is immediately responsible for the am- 
biance of the care center: a child's ability to adjust and 
flourish in a program is in great part dependent upon his 
reaction to and feeling about the people who are in chsurge. 
It is not enough, however, to choose as staff membe:ns affec- 
tionate individuals whom the children like. A warm and af- 
fectionate nature and a love for children are necessaiy in a 
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cSe^ei^ but the st^ member also fias to Have the abili^ 
to do things necessa^ to safeguard children and enhance 
their development. Staff membere should have learned, if hot 
toough specifd fta^^ at least by long experience, to rec- 
ognize ^Idren's needs as ^ey change Som stage to staige 
and indeed sometimes from hour to hour. Besides being sen- 
sitive in ^eir reactiom, COTegivera have to be creative: it 
requires imagktation to plan and initiate activities and to 
respond on the sp^ of the moment to situations as they 
fiSse. Patience is anoffier requifemeht; ho matter how tired 
feey Se or how ex^perattng a child may be, staff people 
must be able to continue calm, consistent management of 
fee child's behavior and avoid disturbance in the group. They 
sfaotdd have the natur^ leadership that makes the job of 
coh^llihg ffie grot^ easier. 

ideally, caregiveiB should be skilled in verliaL communica- 
tion. Since fee ittture developmeht of fee childreu depends 
to no small degree on feeir command of lahguajge, the oppor- 
tunity should not be lost to encourage prescliool children to 
e^^ress their feou^ts verbally. Articulate caregivera should 
tSk wife young chili-eh and give feem ah dpportimity to 
use language. Gommuhicatibh should start wife the response 
to and encouragement of soft infant sounds^ Caregivers 
should be talking to the young infants as they feed, cliahge, 
and cuddle feem. Namfng olsjects and singing rliymes are 
appreciated by the midihfah^ child, and imitation begins. 
Vocabulffiry soon explodes and verbal expression begins to 
accompany play. Richness of language increases as it is nur- 
tured by veflbal interaction of fee cTiild with didults and peers. 
It is desirable that a member of fee staff he able to conmiuhi- 
cate in the primary language of the children. 

Admihistratbz^ scfeehihg prospective staff members should 
look, of courae, for nurturing perabns with mature judgment 
and the ability to underatand and carry aut the procedures 
feat ensure safety and sahitatidh. Finally, individuals who 
are entrusted with the care of children should be dembhstra- 
biy in good physical and mental health. 

In a group setting caregivera work hot only individually 
but as a team. Under fee directibu of the program adminis- 
trator^ staf^ membera sharpen their own skills and ih^rbve 
feeir interaction. It follows that fee stability of the staff will 
affect fee care and cohfidehce of fee children: children benefit 
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from continuity of personnel not having to a^'ust to the 
loss— or Treated loss— of persons to whom they are attachea. 
When a member of the st^ is going to depart, it is advisabie 
to prepare tile children ahead of time for the transition to 
another adult. Tlie sudden di8app>earaiice of a familiar friend 
and caregiver can be upsetting to a child of any age. Chang- 
ing the composition of the group with the resultant loss of 
a companion can also be upsetting, particularly to tfite pre- 
schooler and early school-aged child. 

Even a stable staff of competent caregiyera cannot make 
up for an inadequate adiilt^diild ratio. The staff must Be 
large enough so that its membera can take time_tb relate to 
the children as individuals and in a grbup^ The optimal 
number of caregivera will vary witii tixe age and social matur- 
ity of children in the program^ Day care licensing require- 
ments state minimum adult/child ratios: they reflect the fact 
that infants and children with Special heeds require more 
adult attention, whereas older children can frinctieh well in 
large groups for piarts of the day. The proper ratio is a prac- 
tical matter. There must be enough adults present to 

• Supervise q&er membera of the group of children when 
fiill attention of one adult is required by a single child 

• Feed infants incfividuaUy 

• Supervise washing or wash chiidren's hands before meals 
and after use of the toilet 

• Help small chilcfreijvith outer clothes 

• Prb^ade for the s^ety of child^^^ transport vehicles 

• EroEQote (Mid development rather than simply keep order 

• Evacuate aH dnldren fi*om a facility in an emergehcgr 

2£.B The Physical Setting 

Good child care can be achieved in a variety of physical 
settings* but there are some specifications that all facilities 
should meet. Some relate to safety directly— and ihese are 
usually outlined in local building and fife department regu- 
latidns^but others affect the well-being of children in more 
subtle w^s. 

Space is important. Crowding, besides making cqnta^on 
more diflBcult to control, has a negative effect on children'^ 

3^ 
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activities and ^tSes of mni The^^ A^_^9_coi^???^^_°? 
exact amount of floor^space reqiraed per child, and no scien- 
tific basis for a pmticidca^ figure exists^ State regulations 
frequently cite ^ a minTmtona 35 square feet per cHld of 
clear floor area^ exctoivo of hallw^ ^f^* M?"^* 

evei^ Prescott recommends 56 squOTe feet.^ Outdoor space 
should be f yen J?^^-_ to^ sll?^ n^^^ng^ f^d milling about, 
state regulc^ions often stipulate 75 square feet per child using 
the space at one time. 

The indoor site should be we^^ 
the proper temperature n^d^ora jmd ou^fc. Optimal room tem- 
perature is 68° to 72°. it shorfd be measured at a Jevd ^ere 
children's activity t^es placa Ttis will va^ according to 
^e age of the cMldren and the activity^ 
en^ged. Region^ climatic conations shoi^^ be consid- 
ered. Air conditioning may be necessmy fa^climates where 
cooling is of equS[iniport^ce^ Children 
and staff is ffie mEgor objectiTC climate conSol-^ When 
cWlSen go outdoora^^i^^ ®s^e]SiS that then: clothing be 
^)ropriate for ffie weSher When weather conditions become 
e3cSeme, outdoor pi^ is best ci^^ 

'The use £knd ordenng of indoor space should be carefully 
considered. Resides arrerngfiig activi^ mera conveniently in 
relation to one ano^er and to entrances and exits, planneiB 
should allow places that individu£d children can ident^ as 
their own. Whether a cnb, a mat, a cubb^ or a quiet corner^ 
the child's designated OTe^a should provide a sense of privacy 
and possesgiqn. fa one or more S iffies^^ child 
shmdd have access to seie toys to pay with. Having a suffi- 
cient number of such toys availabl*^ alows the child freedom 
of choice and reduces ffie need to wait or fi^t for what he 
or she wants. 

2.2. C Schedule (^Activities 



The schedule of jactivities is determined largely by the 
pliysical, social, and cognitive heeds of the childreh mid is^ 
of necessity, geared to the group. There should be sufficient 
flexibilliy, however, to accommodate the temperamejit of in- 
dividuals. Sometimes the need for such accbmmbdatibh is 
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temporaiy: a child new to the program may be slow to engage 
in ongoing activities and cautious in relating to other chil- 
dren and adults. Altering his schedule initially may have a 
bearing upon his successful introduction to day care. 



2.2.D Rest 



_ For the young infant it is important that the adult provide 
favorable conditions for sleep. These include being dry, well- 
fed, and comfortable. Also conducive to sleep arc a consistent 
caregiver and a routine Jbr comforting, a reasonably quiet 
place,^ and a regidsaity in time tor rest.^ It is generally ac- 
cepted that most preschool children in all-day care will bene- 
fit ffbm acheduied periods of rest. Suiting the rest require- 
ments and restir g behavior of numerous children is not easily 
done, particularly in a setting with a range of age from 
iifahpy through preschool yea^. Some three-year-olds have 
given up_ naps, whereas some five-y^ still take them. 

Some cMldren are iKed to n the late morning father 

than early aflemoon v^en most centers schedule the quiet 
period. Ttere are ch^^ sleeping and 

others whi) sleep But v^ojiave props associated with getting 
to sleep like thumbsucking, head rolling or hugging a special 
doll, stuffed animal, or piece of cloth. Older preschoolers who 
have learned to pace their activities may not need a nap of 
a prolonged period of rest; they may welcome a quiet time 
during the afternoon v^en they can lie down and listen to 
sbmebhe read aloud. 

The children's rest periods ^ve the staff time to felax in 
a separate place. Skiiifui scheduling provides sufficient fest 
for caregivers but assm-es that enough adults will be with 
the children to maintain ordei^ take care of individual chjJ- 
dren^s neejds, and handle emergencies. 
^ Scheduling adequate rest for children in the day cafe set- 
ting ia irapMori^ant in teaching them^ a smooth tfans- 
itibp from one activity to another. A quiet time between 
periods of strenuous play may make all the diiBference in the 
midpreschooler's ability to Iteep up. While scheduling fof the 
child's perfortaance in the day care program, planners must 
remerdbef that the center's rest time will affect the child's 
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conduct at home. Having a nap late in the day may makfj 
the child want to stay up beyond his usual bedtime at night; 
and lack of rest in the afternoon may cause him to be irritable 
during the short family time after dinner. 

2.2.E Dressing 



Bressing and undressing axe activities that allow even the 
infant a (3iance to do for himself— to assist in putting an 
arm into a sleeve or lifting the buttocks for diaper changing. 
Toddlera and jprescTibblers can help in pulling on a jers^> 
zipping a snow suit, buttoning a shirt and tying shoes. All 
these acts require ya^yihg degi^es 6f_ assistance, Thj^ should 
be accompanied by actions and words that instructj, encoiir- 
age, and praise the child for his accomplishments. This is a 
good time for verlsal conmiimicatioh. 

2^.F Activities Related to Personal Hygiem 

_ Health prbmbtibn in any child care setting includes time 
for education and routines related to hand washing, use of 
the tbiletj management of ^n secretions, and brushing of 
teeth. Self-care should be intitiduced according to the readi- 
ness of the child to participate both physically and 
cbghitively. 

2J2.G Activities for the School-Aged Child 

Children who would be left to their own devices after 
school, commoidy reiferred to m latch-key children, nee 
program of superyised activities designed^s^^ for them. 
The school-aged child may need Jiime after a di^ in the class- 
room for unregimented plaj^ ^^9^ 
jiunp. Children of this age are capable of smtained concentra- 
tion and so welcome projects that m^^ continue^or m entire 
afternoon cr for several days or weeks. Itey may do these 
projects alone or in groups. 
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_ In<Kvidual athieS^^ or team sports may satisfy 

these cfiildren's desire to "work on something"; so may engag- 
ing in handcr^Ss or cooking, or producing a play. There are 
cliildren who need or want su^ of homework or who 

prefer to wite stones or read. In what they require, school- 
aged children tax the personal, physical, and financial re- 
aources of the day cm:e center Programs established primar- 
ily for preschool children may find it possible to satisfy only 
a fraction of tiie nee^ of the older child. Whether they can 
be run in separate facihties or not, programs for older chil- 
dren after school or during va^ time require additional 
skills and interests on the part of staff members beyond the 
personal qualities that all good caregivei^ share. 

2.2 JI Attitude foward Sexuality 

An unambiyalent, factual attitude toward sexuality or the 
child's emerging sense of identity, shared by all their adult 
caregivers^ creates a healthy atmosphere for children.^ De- 
velbping a cominbh apprbacli to mattera involving sexuality 
and identity is not always easy because the views of program 
adniinistratprs^ staff members, parents, and community lead- 
ers do not always coincide.^ Open discussion should be encour- 
aged among the adults concerning cliildhobd sexuality; and 
health providers and parents should feel comfortable asking 
questions of child care perabnhel regarcteg their attitude 
toward sexual identity and behavior prior to recommending 
or choosing a program for a chiild. Bias, res&iction, or embar- 
rassment regarding sex on the part of care providers may 
contribute to a child's feelingLof anxiety related to sexuality. 

Children learn about gender idehtification and sexual dif- 
ferences at the day care center as well as at home. eSegivers 
and parents shbtild be reassured that interest in fte geni- 
tals—their own and other cTiildren^s— is normal for preschool- 
ers. Adtilts shbtild use common jhamea and anatomicaliy cor- 
rect terms when referring to the cliildren's genital organs, 
as they should when describing any part of the human body:^ 

Their develc^ing aw^^ gender is evident in the 

children's make-believe play. Caregivera can foster the pre- 
schooler's e3q)ressibri of feeling about the roles of male £aid 
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female, and child and adult, by providing a housek^^^ 
comer with clothing and homemaldng props to facilitate J;he 
children's games. Play, which may include the assimption of 
roles such as mother, father^ doctor^ patient,^ and ni^ 
expected and encouraged with active or passive participation 
of the adult caregiver— whichever appf are to be needed in a 
particular situation. Dolls, both male and female, and other 
toys may be incorporated in the mE^e-belieye, Those toys 
associated with traditionally niale and female activities fre- 
quently elicit the expression of entrenched adult bias aboiit 
sex roles. Training by a health consultant can be helpful in 
learning techniques for clarifying staff md fsMnily atti^^^ 
toward sex roles and establishing a consistency for the pur- 
pose of reducing confusion for the child hi care^ 

Masturbation is a normal expression of sexuality in both 
boys and girls from midinfancy onward, althougi there a 
wide range of individual difference in jts form and frequency. 
Decisions on management of^ this behaviOT to satisfy 

as far as possible both^ the parents rad th^ staff 
members."* Most prqgrEuns would prefer that m^tOTbatibn be 
a private activity and chilcfren old f^P^E^b to undei^tand can 
be taught this. VSHiat may be considers excessive masturba- 
tion is a frequent concern of some child cme providers. Health 
consultation to staff to describe the behavior 6F a particular 
child could be helpfoL'pte health consultant may then assist 
staff in identifying activities that appear to increase the 
child's leyel of ^txiety^emd vnthchrawal from a scheduled ac- 
tivity. Possible progr^ ad^tation to reduce stress, a cTiange 
in group activity to increa^^ e^'oyme^t, and a suggestion to 
the parent for a health assessment may be advisable. 

Physical contact between earegivera and the children is 
necessary to conyey^afFection. Kissing, hugging, and cuddling 
^ants and children is an expression of whbleisbme love that 
should be encom'aged. Staff members may need assurance 
that such behavior will not be misinterpreted as sexual mis- 
conduct^ fa settings where this point is not made clear, the 
adults sometimes cease to embrace little boys when they 
move beyond the toddler stage. Certainly, there should Jt)e no 
improper physical handling of children, but caregivers should 
be advised to persist in their physical signs of affection for 
children of both sexes."* 
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2.3 Health Records 



2.3.A The ehild's Record 



Day care he^th records should include iiiformation coi- 
lecte^at registration as well as any new beath and medical 
itfonnation that is receive^^ childS time in fi5e 

program. (For sample Child Health Appraisal Forms, see Ap- 
pendix aij The frequency of health exaimnatibns is depen- 
dent upon tiie age of the infant or child and shbuld^follow 
the s^edule established by the American Academy of Pediat- 
rics unless there is a problem for which more frequent exams 
are indicated. A sample of Guidelines for Health Supervision 
is provided (Appendix V.2). State Ucensihg requirements vaiy. 
Day care adminisfarators should be familiar with the fre- 
quency of exmns required in their state. For preschool chil- 
dren of migrmt workera, day care may be tiie point of entry 
into the heaith_care system. Migrant far4ilies should be en- 
couraged to learn about health programs directed specifically 
tbJhem. 

Tie original record should always state why the child is 
in day care and the date of entry. It should include the cliild's 
date of birth, usuaj source of health care, and health payment 
resource. It should record the results of standard screening 
procedures (e.g., vision, hearing, HbgjHct., measurements, 
dentition, development) and the follow-up periormed, in pro- 
cess, or needed. Hie record should document all immuniza- 
tibhs and inc' '_e^ schedule for update, if necessai^i and a 
health history from the parent and the primaiy health care 
provider. The results of a complete physical examination and 
ah assessrtient of development should describe the child^s 
state of physical health and level of ainction in the motor, 
cognitive, communica^^ areas, witJi 

ixotations about unique characteristics that might require spe- 
cial adaptation of the day ^are program. The child's record 
should also include the composition of the family: the age 
and sex of siblings, the level of education of parehtsi their 
state of health, and tfieir occupations. Any stresses in the 
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home that may influence the child^s behavior should be 
explained. 

Children with known developmental disabilities should 
have an equally comprehensive record with recbmmendatioiis 
for specific intervention, if needed^ by a licensed qualified 
professional. Itastructions should be written iii language eas- 
ily understood by the day care staff! Medical rec^^^ should 
be considered to contain confidential data. The information 
is for the benefit of the child, femily^ and program. It is used 
for planning for the child^ staffing needs^ and determining 
eiigibiiity. Records are particularly important for drop-in cen- 
tera where thei^ may be a need to trace contacts of a conta- 
gious disease. Records of children in night-time care should 
contain information regarding night-time sle^ routines. 



2.3.B Records of Medicdtioh and Siei 

Eyeiy child rare facility should have a written policy re- 
^i^iing tiie administxation of medications. A sample 
gnoi^ Medication Administration Policy Form is provided in 
tihis mcmuai (Appendix n.2). tf a child requires medication 
at the d^ rare cent^i^ that fkct should be recorded. The 
record sheet should show^^^^ child*s name, the name of the 
mediration, the dose, the tim the medication is given, 

whether it requires refrigeration, and by whom it is adminis- 
tered, ^sample Mediration Checklist is provided in this man- 
ud (^pendix n.3). The record should include the reason for 
tihe medication, the n of the physician who prescribed it, 
^d tiie parent's written consent to its use. A sample Medi- 
cation Consent Fbnn is provided in this manual (Appendix 
£[.4). Medications n^^ by the child^ physician 

should not be given in day care. 

Al^ children under 18 months of age should have 
documented ^edfic diet instructioiis from the parent regard- 
ing fqrnmla, foods, ^^fi^^^ schedule. Older children with 
^)ecial medical ^etary needs or special diet supplements 
(e.g., £x>fenaiac) should have a descriptive statement in their 
record, written legibly (or typed), and signed by the peiBon 
prescribing. 
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2.3.C Health Records for Staff, Substitutes, and 
Volunteers 



There sjibuld be a healtfi record for every adult who has 
contact with the cTuldren in the day care program or who is 
engaged in the preparation^f food SCTved to them. Besides 
a pliysical evaluation, preemployment examinations should 
provide an assessment of the incBvidual's emotional fitness 
to be a caregiver. People xi^^ose naental state could pose a 
dai^er to children or whose health problems might be exacer- 
bated by the requirements of the job should not be accepted 
as child care peraohnel. This rule ^plies to bus drivera, 
cooks^ and secretaries, as well as to cs^egivers. 

A sample StafiF Hfealth Apprmsri J'oraa is provided in this 
rnanual C Appendix n.5). Day care administrators using a form 
of their own design should be smre that it notes: 

• Ereedbm from contagious disease. 

• Histoiy of childhood infectious diseases such as rubella and 
chicken pox. 

• I^gative tuberculin test o^if positive, evidence of fbllow-up 
with a cTiest roentgenogram and evaluation for chemother- 

• Immuhization status: types, initial dates, dates of boost^i^ 
or reimmuhizatibns (record of tetanus booster within ten 
years). 

• Conditions that might cause ffequent absence from the job. 

• Conditions that might require emergency care. 

• Limitatibhs affecting perfomance of ds^ care work (e.g., 
allergy to art materials, skin conations affected by frequent 
hand washing, inability to stay outdoors). 

• Medications and special diet requirements. 

• Use of tobacco, alcohol, and drugs. 

• Hearing and visual acuity. 

• Evidence of meatal and emotional fitness. 

• Results of special tests for transporters including color and 
depth perception and size of the visual field.® 

Health records of day care employees and volunteers should 
be updated by pTiysical examinations every two years or as 
often as physicians advise oh the basis of an individuars age 
arid condition. In addition, a new examination is suggested 
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when a pereon^s hes^fiseems to be affecting job performance^ 
when she or he returns to work after an iiyuiy, or when 
prolonged illness may necessitate at least a temporary mod- 
ification of the caregiver's duties. 

2.3.D Use of Health Records 

Health cafe admihistratbrs should be aware that there are 
laws governing the confidentiality of health records, and tise 
of records must be a)iisisteht wlth them. For example, The 
Fami^ Rights and Privacy Act of IS"^, a federal statute 
known informally as the Buckley Amendment, stipulates the 
pefmissibn of ^a parent or guardian before alldwing access to 
the records of a child under the age of 18. (For a sample 
consent fonn,_see Appendix n.6.) Because of the legal require- 
ment of confidentiality and to prevent tampering with or 
damage to these important pai^rs^ health records should be 
kept in a safe place with restricted access. 

Health records should be reviewed at the time of registra- 
tion for the program by the health cddnlinatdr, and explana- 
tion of any inregularities should be sought from the program's 
health consultant or the child's primary health care provider. 
A decision as to whether the program can meet the child's 
needs should, be made at that time. 

0hce a child has bi^n admitted to the program, the infor- 
mation from. the he^th profile helps the staff to plan a proper 
program. Kibwing hot dn^ a healthy child% correct 
chronological age but ^d his develdpmental capacity pre- 
vents caregivers from expecting tod much of a large child 
who looks older or &om not alldwing a small-sized one who 
Idolcs younger to make decisidns df which he is capable. It 
often helps to know that a ydtmg infant in the program was 
born prematurely, as these babies, although healthy, may not 
be as mature fdr_ their age as infants born at term. Having 
ah assessment of a child's level development allows the 
assignment of tasks that he dr she can complete successfally: 
for ihstahce^ the less matvire three-and-a-half-yeEu:-old who 
may not yet be able to cut dn the line unassisted can be 
directed to tear the paper rather than be left to struggle with 
scissors. 
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Witit a complete health record in hand, caregivei^ can plan 
qiecificMly for the (2iild with chrbhic disease or special health 
needs. Dociimentatibn of diet and routine measurement of 
blood sugar level may be ordered for the (Siild with diabetes; 
the medicatipn schedule for an asthmatic child should be 
ascertained simply by reading his file, in health emergencies, 
the health care record serves as a valuable resource for t£e 
day care adndnistra^ who is (^imnunicatihg with ah indi- 
vidual's family and primary hecdth care provider. 

2.4 Nutrition 



2.4.A Feeding 

Feeding is an essential health promotional day care activ- 
i^. fbr the young infent^^ a caring familiar adtllt who is not 
rushed is important. A comfortable position for the infant 
and^the pei^n holding him or her, with opportunity to cpm- 
munirate both visually and verbally, contributes to the plea- 
sure of i^e time togetJier. As the child gains more voluntary 
control, his^ or her capacity to help in feeding should be en- 
couraged and praised. Ihrogress from holding a bottle, to eat^ 
ing with fingera, 1» holding a spoon, to drinking from a cup, 
to ^ing^utensils, is achievement that should be recognized, 
in the transition from mid- to late-infancy, some resistance 
to being fed comes wit^ the striving for autonomy. Staff mem- 
bers jho^Jd be reininded of prcpping a bottle 
for an infant because 0^^^^ possibility of choking. Caregivera 
shoY^d disq be^reimnded of the complications ai^ciated with 
&e irfimt's driddng in a recumbent position and with falling 
asleep with a bottle of formula, milk, or juice in the mouth. 
5he former may inorease Jhe incidence of otitis and the latter 
^^7_?^s^t in the accelerated decay oiT teeth. 

Most mi&rfancy children seated in adapted chaira will 
braefit from being part of a g7t)up at snack or meal time, 
inntation is critical to development and contributes to social 
behffvior at feecfing time. The presence of an adult at the 
table ^0 ajso ^ats the neal and encourages conversation 
about food, eating behaviors, and events of the day, adds to 
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the desired pleasant atmosphere. .This adult can assist the 
childrpu in managing their food. She or he should be aware 
of the idib^mcrasies of individual children in food preference^ 
portion size, and rate of eating, ani be bh the lockout for 
changes in eating habite that are indicators bf poor health, 
either acute or chrbnic. Suet changes would include irritabil- 
ity, refusal to eat, br reduction in usual appetite. 

2.4.B Food Storage 

Fbpd purchased or accepted for use at a day care facili^ 
should be wholesome aiid unspoiled. Perishable foods should 
be kept clean and refrigerated. Cleanliness requires the life 
of hew disposable or washed, sanitized cphtainersj cpyered to 
keep but airbbme partides. Fdbd^ indudihg fluids like milk 
and juiceSt mtist never be returned fr'bm pec^le's plates, ctips^ 
and drinking glasses to storage cbhtaihers. Fresh milk and 
milk products should be pasteunzed and refrigerated at a 
temperature between 37° and 45°F. To check the inaihtehance 
of proper temperature in a refrigerator without a built-in 
thenhometer^ a thennbmeter can be placed in a cup bf water 
in Jhe refiigeratbr 12 inches from the dbbr. 

Drinking water heed hot be refiigerated, It can be stored 
ih or hear the rbbms occupied by the children. It should be 
held ih dosed cbhtaihers to prevent cbhtamihatioh and served 
in cleah cups like other fluids. Reusable cups, like reusable 
dishes^ should be washed and sanitized after each use. 

2.4.C Management of Meals 

_ Age-apprbpriate types of fobds_ must be available. Food 
shbuld be presented at meals, Bhack, and special times, never 
as a reward br punishment. Childi^en shbuld be encburaged 
but hot forced tb eat. Ethnic preferences and familiarity affect 
a cliild^s adaptability to the day care menu. Crbbd manage- 
ment bf meals can minimize resistance to eating a variety 
bf foods: portibhs that are not too large or small,^safe chairs 
and tables of the ri^t size, and the presence of caregivers 
whb talk and help, all contribute to the children's willingness 
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to eat the food that is served. If posaibTe, enough food for 
"seconds" should be allowed, and meal times should be unhur- 
md. A rotating menu prepared a dietician may offer nu- 
totious foods in suffident variel^ to encourage good eating 
habits and avoid the bdi^dm of repetition/ 

Babies just beiinning to feed themselves fequiro close 
supervision, lb prevent dibking they shoi^^ be given one 
ttoie of foods of jirdper size^ shape, and consistencjr. 
"Squirreling" of several pieces of food increases the likelihood 
of choking. Foods such as peanuts may pass thrbu^ the 
Iffltynx and occlude the lower airway. Chunks of hot do^ eatd 
grapes, for example, may completely occlude the upper air- 
waj^ Presence of molara is a good indication of a healthy 
child's ability to chew hard foods such as raw carrots and 
many candies that are likely to cause. cTioking.® S toddlers 
^k around while eating or drinking from a bottle, choking 
will occur more easily. A fall with the bottle in the toddler's 
mouth cBn cause dental iiyuiy. 

Ite management of meals for infants and cliildren with 
feeding problems takes special care. Special equipment, like 
body support mechanisms and tube-feedera,^ and special 
tecimiques for positioning may be required to deliver food to 
irfants and children with specific feeding problems. The pres- 
ence of the child with such a problem at the day cafe facility 
requires staff members willing and able to cope with the 
situation. The administrator must be able to spare these care- 
giver for considerable periods of time and to provide instruc- 
tion for them by parents j physicians, community nurses, of 
otiier developmental specialists (e.g.^ occupational therapists 
or physical therapists). 

hrfante still entirely dependent oh milk or fofmula ms^r 
not be amenable to a strict feeding schedule. Some can be 
fed at specific times but others rnay sleep for five hdura of 
more and then want more frequent feedings. It is impoftant 
to allow for flexibility in the routine because babies vary in 
tiieir desire to be fed. Caregivers and parents should keep 
each other aware of a child's change in feeding pattefn and 
adapt to it. 

Milk or formula may be provided by the day cafe centef 
or the parent, but formula prep^ed at home and carried to 
the center should N discdtiraged. If disposable jiursefs af e 
not used, the milk formula should be poured into clean 
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bottles supplied by tfie parent or bottles sanitized in the 
dishwasher at the care facility. Bottles should be labeled with 
fee chilffs name. The feeding process should not be rushed; 
feeding shoifld be considered complete when the infant 
finishes stea^ sucking. Milk left in the bottle, should be 
discarded, ff parents insist bh bringing formula fi'bm hbme^ 
safe Sansport and ieedihg is best aichieved when concentrated 
liquid or powdered formula is provided. It^hbuld be suggested 
feat measuring and mixing can then be done at fee day care 
site just prior to feeding. _ _ 

If a mofeer decides to continue breastfeeding, caregivers 
should be st^poirtive and try to adapt to the parent^ schedule.. 
The mother may come to the day care center once or several 
times during fee day or she may leave breast milk in bottles 
to be stored in the refiigerator until needed. Caregivers must 
be sure that a mother suppljdng her bi^ast milk in a bottle 
has collected, stored, and transported it using sanitaiy 
techniques. (For recommendations for cbllectihg and storing 
breast milk, see Appendix n.7.) 



2.4.D Diet 

Meals and snacks should be designed to supply children's 
dietary requirements jfor good heal th.^'^ Unless a dietician ?s 
on the staffs it would be advisable to consult a qualified 
nutritionist or a food service specialist in planning the con- 
tent of meal3. (For a general guide to content and size of 
portions^ see Appendix II.8.) Types of fbod appropriate for 
each age frbup should be selected; but whatever the menu, 
each ineal for tdddlera and preschool children should contain 
at least one item iBrdm each of the following food groups: 

• Dairy products: milk, cheese, cream, yogurt 

• Protein: meat, pdultty, fish, eggs, cheese, peanut butter, 
peas^ dried beans, nuts 

• Riiits and vegetables: all types 

• Grains: whole grains and enriched grain products such as 
bread, cereals, crackei^, pasta, rice 

Children with food allergies or other conditions requiring 
a special diet must be served in accordance with fee regimen 
described over the signature of the physician on the order 
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in the child's health record. Vitamin supplements also must 
be provided as prescribed by written order of the physician. 
Consultation with parents and the health care provider is 
advisable before intrpducihg new foods into fee diet of an 
infant for whom ho instructicus are on file. No nutritional 
advantage results from the introduction of si^plemental 
foods prior to four to six months of age. Ite specific time 
depends on the infant's abiliify td sit with support and with 
good control of head and heck. The diild will ttten be able 
to open his or her mouthy lean forward, and turn his or her 
head away.^® 

The quantity of food prp>ade^ should satis^but not exceed 
daily requirements. The distribution of food should be guided 
by a time schedule. If a child is in day care for 

* 3 to 4 hours (either in midmoming of the afternoon): he/she 
should be given a snack timed ho closer than two hours 
befbre the next scheduled meal. 

* 5 to 8 hours: he/she should receive one J3ittd to one hatf 
of the total daily food requirement given in one or more 
servings. 

* 9 hours or more: heTsKe should receive at least two thirds 
of the total daily requirement in the forin of two meals 
and two snacks.^ 



2.S Control of Behavior 



To foster social development, a day care program should 
have a clearly defined code of behavior and a disciplinary 
policy to su^ shotdd be elicited in a 

positive and kind vray—neyer by inflexible^ punitive mea- 
aures that instill fear B corporal punishment can in- 

flict physical and psychological harm, it must not be cbhdbhed 
ih^y cTiild cotc setting. 

Behavioral goals and discipUnary methods established for 
the program shoSd be j3^1ain^^ to new caregivers and to 
parents because not eve^rone shares the same opinion about 
what is/'right." It^ hnportant for staff members to be con- 
sistent in their approach, and the best results are achieved 
with ffunily cooperation. 

Children have to be given understandable guidelines for 
their behavior if ifiey are to develop internal control of their 
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actions. The aim is to develop peraonal standards and self 
discipline, not to enforce a set of institutional rules. Verbal 
e^lanations are importmt^ particflafly during tiie second 
and third years when the drild's jmderstandiiig of language 
enables h itti or her to understrad ffie verbal explanation. 
They are time consuming but they enable a child to 
generalize from a specie jncident apA thus to learn for the 
future from ciurent e^enence^ Garegivers must not focus 
only on infractionsj^ they should be quick to recognize good 
behavior and to revrard it wife praise. 

Day care adioinisteatorajmd caregivers can facilitate ^od 
behavior by creating an environment responsive to the clul- 
dren's needs. A good "fit'' between the temperament of ttie 
caregiver and the cMdrfw^s helps. Allowing adequaterest 
and timing meals and raacfcsproperly prevents children frbjn 
becoming overtired and hmigiy and thus mere likely to mis- 
Lehave. Placing children in competition for toys or the atten- 
tion of too small a mmber of caregivers also encourages 
antisocial actions, ^e cause of a child's peraisteht poor be- 
havior should be explored, st^ cannot correct the problem 
with changes in the child care envirohmeht, cohsuitatibn with 
an outside professioml wfflS parental permfesida should be 
recommended. Maintaining a setting in whicTi good behavior 
is attained without visible^ '^uidshmen^ contributes signifi- 
cantly to decreasing leSer psychological and behavioral disbr- 
ders. Cluldren caredjbr ^adequately at home, a group that 
contributes disproportionately to the 40% of school children 
with psychobehavioral ^sorders, can particularly benefit 
from such a day care setting. 

2.6 Helping the Parent in the Use of Day Care 

It is not the intent of this manual to advocate day care 
over in-home parent care v^^en home care is nurturing ahd 
supportive to the needs of Jhe growing child. Day care is 
generally thought of as a regulariy scheduled acceptable sup- 
plement to the care provided to a child by ^ai-ents whb are 
employed. Day care m^Sso stq)plement the care provldid 
by parents who for a vaSety of other reasons arinot avail- 
able to their children for many hours of the day. The parents 
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may teenage wish to continue education or ydca- 

tibnal training. A parent may be physically or mentally ill 
and require regirf»chiid <mre services. A parent may have 
many scheduled aM)oiuteients with a variety of services on 
a regular basis.^ A pso^^^^^ to provide nurtur- 

ing care becarae of great personal stress. Or a parent may 
hot have the capacity to provide prolonged continuing care 
without outside help. 

Pediatricims should help parents in their practice to uhdeT- 
stand tf;:at regardless of the reason for their use of a cTiild 
care facility they should be involved in all decisions affecting 
their chiidj^le he or she is there. Daily contacts are easier 
in some settmg^chan othera. Staff in large centers with long 
hours have sHAs of peraonnel so that the j)erabh greeting 
the child in the morning may not be on duty in the afternbbh. 
It is generally easier to have daily contact with the primaiy 
care^ver in a fiHnily day care home. Parents of children whb 
are transported to the child care facility 1^ nbnfamily mem- 
Bers need to m^ other arrangements for communicatibh. 
Periodic conierences can be scheduled. Some child careprbvid- 
ers make home vfaits. Notes can be exchanged. Formal grbup 
raeetin^ of parents and staff should be encouraged for 
discussing ihcfiviifc^ Bnd to offer knowledge of such 

topics^as stages of child dew^^^ childhcK)d 
behavibrs and thefar management, both at home and in the 
child care setting. Such parent support by day care staff may 
be an entry point for some families to other needed social 
and health services. 'Bie importance of the parent's relation- 
ship with the (Slid should alwa^ be respected. 
„ Guidelines for judgmg day care settings have been estab- 
lished (see AppehdDc^.9). Ite best measure of the success 
bf a particiilar program is consistent, sequential develc^meht 
of ^eacli child who pOTticipates in the daily activities with 
eigbyme_nt. Regression m development or reduction in f ato 
of physical, social, or psychologic^ development should be 
assessed immediately and thoroughly by the family^ the 
center stafi^ and if persistent, the ^Id^ physician. 

pediatricians should be active not only in educating their 
patients' families about the characteristics of a program of 
good quality, but also in advocating an adequate number and 
variety <tf programs within their c^^^ which meet 

such criteria. They should help parente to look for the right 
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program for their child.^^ They should also refer pai^nts t» 
resource and referral centers th^ are developing in com- 
mtmities around the country to offer ihfonnation, eE'.courage 
the development of needed services, and advocate services of 
good quality. 

2.7. Obhclusidn 

No sin^e recommendatibh made in this chapter is less 
important than the others for the medhtenance of the health 
and well-being of the child in day care. Good day cafe pro- 
-ams already embody many of them in some form; ply^si- 
cians and other health care prbvidere can help to improve 
care programs in their communities suggesting ways to 
execute them more eJBFeetively. ilvidehce of success lies in the 
progress of &e childrea's physical, social^ |uid psychological 
development. Good results are worth working for. 
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Chapter 3 



DAY CARE FOR THE GHltD WITH 
SPEOlAb NEEDS 



3.1 Ihtfoductibh 

Children who have developmental disabiffi 
illness need day care as niuch, if not^ore, &eir nondis- 
abled peera. Although day care projpOTos for cSlcten 
are available in some £u%^f_^pst of tiiese u^fants and chil- 
dren still do not have access to the d£Qr c£arej;hey woidd^ 
if they were normal. Day care mid other conm^mity services 
which facilitate the developnaent of such cUldren rad enable 
their families to ftmction Jjetter sto be advocated and 
assisted by pediatricians and physicians in family practice. 

3.2 f Me jmproving Prognosis for Children with 
Develbpmehtal Disabilities 

The extent Jo which dkaWed cHldreia have^^^ in 
the community has grown since &e Jbnplementation^ 1978 
of Public Law 94-142, the Education^^^^^ 
6idl(fren Act. Since early and appropriate intervention h^ 
been made available, tiie prc^^ for the even- 

tual independence or semi-independence of these children. 
MEtny infants ^o score poorly on early neurodevelopmental 
tests or ^e desi^ated "at risk" because of perinatal compli- 
cations now recover or improve. Some eventualfe^ develop to 
ajevel thS allows leammg an norinal 
Imits^W^^e develop^ for early detection 

and intervention in mai^^ communities over the past two 
decades, some children wife disordera sucl^ as Down Syn- 
drome, which formeriy led to institutionalization, how 
develop the adaptwe, cognitive, and social skills necessary 
to succeed in community employment as adults, while living 
in semi-independent or independent settings.^ 
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TTiis kind of improvement does hot iccu^ accidentally. Chil- 
dren do not just "outgrow" their handicaps without intenren- 
tion. They need training and experieace at home, at school, 
and in other settings where they can develop required skills 
rad leani to handle respdns^^^ Their families require 
guidance and support. 

llie prognosis of many children with syndromes known to 
be associated with developmental disabilities csm no longer 
be determined by the physician in a single evaluation. A 
more comprehensive interdisciplihaiy assessment is recom- 
mended to plan an effective intervention program. The child 
needs periodic reevaluatidn to determine the extent to which 
the program is succeeding. Mbdigcatibhs may be necessary 
as a^hild's progress is mbnitdred because jcauch is yet un- 
faown about the factors that cause or affect certain dis- 
abilities^ fbr instance, it has been commonly assumed that 
anoxia during birth is responsible for reduced intellectual 
function observed later in develdpmeht; yet recent studies of 
chil&^en with and without sighs of perinatal anoxia have 
shown that differences in meastired ihtellectual levels seem 
to relate more to the socid-ecbhiaihic status j)f the subjects 
than the presence or absence bf anoxia.^ It is uncertain 
whether these results are related to a lack of access to 
adequSe day care and infant stimulatibh programs for in- 
fants of families at lower sbcib-ecohbmic levels. 



3.3 integrating Disabled with Nbndisabled ehildren 

Wheh day care is deemed advisable for a disabled child^ 
health advisors and family should seek a program that fol- 
lows th^ basic guidelines for day care service, described else* 
where ih this manual. Whether disabled children are ihte- 
^ated with nbndisabled children or cared for separately^ spe- 
cial prbgrammihg and equipment may be required. Althbugh 
special ^angements may necessitate extra effort br financial 
butlpy^ there is good reason for admitting children with dis- 
abilities to programs designed for nondisabled childreh.^ 

Wheh it can bje achieved, the integration of young disabled 
and hbhdisabled children has advantages for bbth grbups. 
This is hot a new concept. Several years after the ihceptibh 
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of Head Start in 1965, programs were mandated to include 
a minimum of 10% of the handicapped children in the popu- 
lations served. Local yrograms still vary, however, in the 
severity of the handicapping conditions with which they can 
cope; care providers are faced with chiidrett whose problems 
range from mild speech disorders to a multitude of severe 
disabilities^Certain outstanding ds^ care center^ and Early 
Ghildhbod Education programs for developmentally disabled 
children have served as models of integrated facilities^ The 
Waisman Center in Madison, Wisconsm has such a demdn- 
stratibn program. Another was developed by an affiliate of 
the Rose F. Kennedy Center in the Bronx, New York. A third 
was begun in 1980 as a Saturday program by faculty and 
specied education students of Yoit University in Toronto, 
Canada. The Saturday program gr(^ into a summer program 
and eyehtually became the Thousand Cranes School, a school 
iix which handicapped and nqnhandicapped children are edu- 
cated together* with both indivitocdized and group work for 
each child. All children benefit from their e]q)erience in an 
integrated center. Developmentally disabled cliildreh benefit 
&om having relationships with peers to the mainstre^, and 
normal children develop sensitivity, respect, and friendship 
for individuals who, aside from thenr physical prol)lems, are 
quite like them. In short, integration of disabled and nbndis- 
abied children works well; it requires a very skillful child 
i:are staff to assure that the needs of each child m the 
heterogenedtis group are met.^ 

3.4 The Rb[e of the Pediatrician In Day Gate for 
Children with Disabilities 



3:4.A Referral 

Pediatricians should be sensitive to the needs of cfiildren 
and families in their practices and know when to recommend 
day care. The mdications for day care for children with dis- 
abilities are similar to those for any children-the need for 
care, supervision, structure, stimulation, Saining, and peer 
interaction, to supplement that provided by the parents. Both 
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pa]:^ents or tfie sinpe pment may work, a parent may be ill 
and unable to care for &e child, or she or he may merely 
heed to participate in some non-child-care activities which 
will permit both parent rad child to return home better able 
to live, wbii, and pl^ toge&er One or both parents of a 
disabled child may be depressed and temporarily lack the 
embtLbhal and physicrf energy to care for the child on a 24^ 
hour batsis, (Parents of normal children rarely must care in- 
tensively for their ^Idren as many hoxirs a day as parents 
of children who are disabled.) itoents of children with dis- 
abilities may heed day care more than others and are less 
likely to find it. 

3.4.B Advocojcy 



The pediatrician may hot find satisfactory day care for 
disabled patients available at the time it is needed, ff the 
child with disabilities does hot seem to fit into any particular 
group^ the pediatrician may have to support the parents in 
their efforts to secure it. Sometimes, such support involves 
testigdng at a public hearing or before a state legislctture 
for the necessity of providing fiinds or facilities. More often, 
the physician can work directly with the admiiiistratbrs of 
existing programs, suggesting ihbdificatibira to accommodate 
the child. Both parents and day care peiBohhel may want 
advice— whether to place a niehtally retarded child with chil- 
dren of his mental or chrbholbgical age, for ipstahce, or how 
to manage a child with a seizure or other acute medical 
problem. Advocacy may take the form bf educatibh, such as 
explaining a child's disabling cbhditibh bf convincing a care 
provider that a child can be served with age mates despite 
his being behind in the develbpmeht of self-help skills. 

Advocating the best day care: for a disabled child should 
involve visiting a facility to judge firsthand whether it can 
meet the current developmental heeds of a pafticulaf child 
or vi$iting more than one center to determine which setting 
would be the best one for hird. Familiarizing himself of hef- 
self with day care programs in the community will enable 
the physician to suggest alternative care settings as the heeds 
of the patient and his family change. Planning has to be 



57 



36 bay Care for the Child with Special Needs 

long-range because a child with disabilities may require day 
or after-school care longer than nondisabled peers. 

3.4.G Pribram Uohsultatidn and Suj^ort 

A day care program serving one or more children with 
disabilities may require more support by the pediatrician 
than other day cSe settings. The pediatrician may be asked 
to participate on a board or advisory committee and sb_ have 
an opportunity to advocate oh the supervisory level. The eP 
fectiveness of such a board of committee will be increased 
as its members gain a better understanding of the day care 
program and the concerns of its admihistratbra and stajET as 
well as the needs of the disabled children and their families. 
Physicians can contnbute in staff devSopment sessions on 
the estrly detection and management 6£ disabling cbhditipns 
in the d^ care setting, of make periodic health and safety 
visits in order to identi^^ potential problems that have been 
overlooked. Physicians should recbmmehd the ihstitutibn or 
modification of policies and procedures to facilitata the health 
and safety of all c^tildfeh. When ejcterhal (or internal) regu- 
lations become baffiefs to service rather than supports^ the 
pediatnciem m^ be of assistance in oTjtainjhg the modifica- 
tions or exceptions hecessaiy to insure excellent day care for 
children with and without disabilities. 

3.5 Pediatric Care and Support of Chiidren with 
Disabiilties and Their Families 

Pediatfic care fof children with disabilities or chronic 
health pfoblems must be coraprehehsive and cbntinui^^ 
assessment may require sequential examinatiphs to establish 
a diagnosis and to determine both medical and developmental 
needs. The cafe also must include a case management com- 
ponent and the physician must be ah active participant in 
it. That is, the pediatrician, in addition tb prbyiding guidance 
in health pfomotioh and the treatment bf illnesses as they 
occur, should offer sl more comprehehsive annual (or, if heces- 
safy, even a more frequent) review and comereiice with child, 

m r. 



ERIC 



Day Care for the Child with Special jsjeeds 37 

parent^, jahd child care staff Topics considered should include 
the child% present status, recent changes and prognosis re- 
garding physical and emotional health, disabling cdnditibh(s)^ 
growth, development, and concerns of parents and child care 
staff regarding behavior in various settings and situations. 
Consultations held since the last conference^ including those 
with other professionals v«^o also care for the child, should 
be noted, and all results smd reconmiendatidns should be 
reviewed in affirming or reusing the child's prdgfam. 

In a conference, parents should be encouraged to set forth 
their current plans, hopes, and goals for their child. The 
physician should be especially supportive as parents express 
themselves because they frequently have difficulty in clarigr- 
ing what they expect or in discussing and accepting limita- 
tions that affect what they vrant for their child and their 
family. When th^: lack sufficient jnformation to make plans 
or to tedw what th^ can hope for realistica.''y, the pediatri- 
cian should recommend ways for them to obtain more dtgec- 
tive data before the next conference. There should also be 
thorough coverage of old and new problems with regard to 
the extent to which they are Hkely to impede the child's 
physical, emotibn£a, and cognitive development. An assess- 
ment ought to be made, also, of the child's interactions with 
family members^ day care staff, teachers, and peers. Through- 
out the discussibh, care should be taken to help parents and 
caregivers avoid errbnebusly attributing a treatable behavior 
problem or illness to the handicapping condition. The physi- 
cian should identify these factora and prescribe aggressive 
treatment to eliminate or minimize the episodic, recurrent 
or persistent medical illhess or beha^or dysfunction that is 
interfering: with the child^s growth and development. 

It should fiJsb be remembered that infants and very young 
children go through a period when they fonn attachments to 
their caregivers and learn to trust othera to provide for their 
needs. Limitation of the total number of primary caregivers 
has been shown to facijitate this process. Young handicapped 
children go through the same process which may be prolonged 
as a result of underlying psycliological and cognitive delays. 
Provision of services to such children often involves the par- 
ticipation of many people with special skills. As a result, 
there is an increase in the number of adults caring for a 
given child. Special effort should be made to limit the number 
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of staff naembere ^0 act careg^era in sucfa situation. 
One way to tiep the number low is to h woit 
with a few primly cOTeg^veiB (peA^ even a single indi- 
vidu^) ^0 deal d&ectiy^wi& ffite child. 

Many scfaoqls and progranra for clnldren witii disabilities 
require intei^sciplhifflty amiurf reviews; GoHaboration 
among pare^nts, p]^icianB, teachers, c6nsidta]Ss, 8md day 
care staff faciStates the rehabilitetion^^ of fiandicf^pped 

the most nomi^ and jeast restrictive enviromnent 
possible. The pediatrician is in a umque position ii^ffiese 
coherences to be ai i^imed^ advocate for the ^Id with 
disabilities in dsy care, assuring him or her £m opportuni^ 
for e^y development of the skills and relfSionships that 
wiii be crucisd t£rou^oat life. 

3.6 Provision for Children with Specific Disabilities 

In addition to general procedures to be followed for disabled 
children in day care, there are special adaptations associated 
with specific kinds of handicapping conditions. 

3.B,A The Child with Sensory Impairment 

Gfflregivera entnrated with a cliild whose sight or hearing 
i^s impaired need, besides i£e child's general health records, 
specisd instruction St)m a professional cbncerhing: the impli- 
c^iora of the senso^ loss; Whether it is the cliild's primary 
care physician or an ophthalmologist, optometrist, otologist, 
or ^Sologist, i£tere must be someone who explains what the 
child perceives, the problems he will encounter in the day 
care setting, and the kind of assistance he should and should 
not have; Hie ttse or operation of the cliild's sensb]^ aids 
should be explained; It should be empihasized that the child 
has to be protected fiom harm, but, at the s^e tune, encour- 
aged to function as independently, as possible. 

Day care administratoiB should be given some direction in 
finding specialists who can assess sensory function and make 
suggestidhs for adaptations of existing facilities that will be 
of help to children with visual or auditory impairments. Such 
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specialists may be available tfirougfi public service programs 
at the state or local level in departments of public health or 
special education. 



3.6.B The Child with Neuromotor or Skeletal 
Abnormalities 

Disabilities of this kind, involving obligatory reflexes, mus- 
cle p8a:alysis,weaknes8,^ missing limbs, or congen- 
ital malformations, most commonly produce problems of mo- 
bility and posture, requiring special equipment and i^ecial 
care. The physical character of the day care center must 
allow useof the child's supportive devices and staff members 
inustjje txained to manipulate them. Staff persons will need 
to^onmunicate regularly wiiSi the providers of rehabilitative 
services to tihe specific child to learn feeding and holding 
tectoiiques, exercises, and other special prncediu'es in order 
tc^oaintain rad prom^^^ be neces- 
saiy in the care center^ program to gear cognitive, commimi- 
cative, and social activities to the child's capacity. 



The Child with Chronic Illness 

_ Chronic illness is a broad category that includes, as disor- 
ders cbmrdonly seen in cTiildren, asthma, severe aller^es, 
diabetes, seizures, heart disease, and sickle cell anemia. With- 
out describing at length the needs of children with each of 
these conditions, it is possible to recommend basic rules that 
apply in every case. 

The physician should alert the parents and the child's care- 
givers to ^mptbms of the disease, emphasizing those that 
require itnmediate attention when they appear. Those that 
tiie caregiver can manage should be distinguished from those 
that necessitate the services of a physician. Instructions for 
cohtactihg the appropriate health prbfessibhal in emergen- 
cies, or simply for asking, questions about management, 
should be left ih_ writing. Also in writing in the child's file 
there should be directions for medications or special diets to 
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be followed durmg tHe day care period. In counseling carl^iv- 
eire in or out of the Home, the physician should try to ease 
anxiet^r by explaining how to cope with routine pn)blems and 
eti^Bsing his or her aveiilability. 

The cliild with _a chronic illiiess may ra^uire restrictions 
in his pn)grain. For example, a child wlth an uncorrected 
heart pi^ilem,. hot having tiie endurance of his peers^ may 
heed addition^ rest,^ more frequent small meals, or shorter 
active play periods. For the child's psychblbgical healthi how- 
ever, it is impbrtaht that he feel as much as poBsible like a 
normal member of his group^ For that reason, tiie physician 
and the child^s parents ^ould encourage child care pei^nnel 
hot to restrict a child in ways other than those that have 
been specifically prescribed. 
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DAY CARE AND CHILD ABUSE 



4.1 Introduction 

Child abuse is known to occur in any setting where children 
may be. The only essential conditions for child abuse are the 
presence of the vulnerable child^ the presence of the person 
prone to abuse, and one of a variety of immediate situational 
circumstances. All children are vulnerable to abuse; some 
more than othera. Many persons are prone to abuse children 
because they were themselves abused as children. The most 
important environmental circumstance which favors abuse is 
isolation. 

The scope of the problem has always been difficult to as- 
sess. Much depends upon definitions plus a willingness to 
perceive the problem, and many rather civilized countries 
deny its eristence.^ There have been some dramatic recent 
changes in the level of concern, due in part to increases in 
the reporting of sexual abuse.^ Physical abuse may be show- 
ing a real increase in incidence in the 198bs. In 1979 II.S. 
and C.H. Kempe could write that the number of hospitalized 
children who died of child abuse in Denver had dropped from 
about 20 to just one case in a year.^ Similarly, in San Diego 
no deaths at all were attributed to abuse at the Children's 
Hospital in 1979. In 1985, however, the number of deaths 
retiuTied to the higher levels experienced 20 years earlier. 

Child abuse and neglect in all its forms is still a lesis 
frequent cause of death and mggor iiyury than accidents^ 
especially automobile accidents, but there is nothing that 
does more lasting harm to more infants and children. Much 
of the harm takes the form of very long-term impairment of 
functioning related to emotional and cognitive developmental 
disturbances, rather than obvious physical disability.^ 

Because the harm caused by child abuse is serious and 
imdeniable, it is necessary to design preventive measures 
even though the occurrence of child abuse has not yet been 
conclusively delineated and quantified. It is known that abuse 
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may take place in children^ owdl homes, in institutions, in 
foster hdmes^ in schools, in the iSicea of physicians, 
psychologists, a37.d dentists who care for children, and in aH 
^rts of child care settings. Ah unclear picture of the inci- 
dence of child abuse has emerged because of erratic reporting, 
inadequate vei^catibn and, in some cases, sensational pub- 
licity. Even without accurate data, however, there are still 
st^s that can be taken through day care programs to reduce 
child abuse: day care personnel can eliminate the possibility 
of abuse on their own premises^ recognize and rescue (^Idreh 
who are suffering it elsewhere, and provide a haven for chil- 
dren who are likely to be abused at home. 



4.2 the Occurrence of Abuse in Day Care 

Understanding of how abuse occurs in day care settings is 
far from complete and is largely based upon accounts of in- 
dividual cases and testimony usually distorted by the heeds 
of the adtilt participants to protect themselves. Ite ages of 
Hie child victims often preclude ol>taihiDg exact and precise 
descriptions of events. The problem of defensive distortion 
can sometimes be solved Vy_ substituting treatment for 
punishment for certmn sorts of offenders, but this solution 
applies more readily to intirafamillal abusero than to abuseis 
of children in day care. The proilem of ol)taihihg good his- 
tories from very ybuhg^ preverbcQ children has been partially 
overcome by the increasing use of play tecliniques in inter- 
viewing them and by increasing knowledge and skill applied 
to the physical examinatibh.. 

Child abuse does hot lend itself to structured, objective 
studies. Wheii it is discovered, it must be terinihated; it can- 
not be bbseryed or analyzed as it bccuis **natufally." There- 
fbre> knowledge of abiise is built up through multipile case 
histories, Enough of these have accumulated from the day 
care setting to allow some cautious geheralizatibh. The differ- 
ehces between physical abuse and sexual abuse are suffi- 
ciently great (despite some overlap) to require separate 
characterizatibii of the two iypies. 
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^l^y^ical abuse occots m day care under conditions quite 
similar to those under v^icb it occura in natural homes. A 
pere oh predisposed to abuse children, often because of an 
abuiuve e^eiience in childhood, commits the abusive acts 
during a lime of stress, raually while other adults are not 
at hand. The abuse presents itself as signs of injury with a 
discrepant history. 

Poorly staffed day care centers and family day care homes* 
where isolated caregivers are burdened with more children 
than th^: can manage, orejnore likely to have abuse occur 
than at adequately sf^ed facilities where stressflal situations 
can be coped wilii more readily smd other adults are present 
to observe the inappropriate behavioK 

Physical abuse of children under an adult^ care is not 
always unintentional or the result of sudden anger. Deliber- 
ate physical abuse has been reported more frequently in the 
last few ^years Jalthough it has dqubtlere been going on for 
a long time). Some individu^ have a strong belief in the 
necessity of corporal pumSiment w a component of child 
management. They see its limitation in a group setting as 
a restriction of that right. A group ^f such persons may 
organize a chiia care system cmd employ harsh physical 
punishment. If the group is reli^otffily affiliated, this may 
hot be prohibited in states whe^re chitOTh-spons^ child care 
programs have a religious exemption from state standards.*^ 



4.2.B S^uai Abuse 



Unlike physical abuse, which usually occura in an e^^lo- 
sive, unplanned fashidh, sexual abuse very frequently is care- 
fully planned for days^ weeks, or months beF:;re the actual 
acts. Feraons of either sex who are sexually attracted to clii] 
dren often seek emplpymeht or volur teer i':: bcccpaiions tfaac 
bring them into close cohtact wtli cf>:Jfiren. t^nte so em- 
ployed, they work to gain the: cbhlideuct cTnlS: r>}iv parente, 
and other staff members ahd very frequ ently g^s ti: ihat con- 
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fidence. Only then do they begin, privately and secretly, to 
commit sexual acts with the children entrusted to them. 

Individual employees or volunteer at day care centers may 
sexually abuse children, but because opportunities for privacy 
at most centevB are difficult to secure, help or collusion from 
another employee may be necessary. 

4.3 Recdghltidh of Abuse Occufirlhg In Day Care 

4.3.A Physical Ab xse 

Physical abuse occurring in day care presents itself in the 
same way as it does in other settings (see Appendix ly i). 
Usually^ some person other thaii the abuser recognizes signs 
of ic^'uries that are either clearly nonaccidental or are un- 
likely to have occurred in the manner or at a time stated 
by the caregiver. When the iiyuries are not serious^ the par- 
ent may see them first after imdressii?.g a child for a bath 
at the eiad of a day during which the child was in care. When 
the itguries are serious, the provider usually calls for medical 
assistance but gives an inaccurate history of the events caus- 
ing the irguiy. In either case^ the problem that results is 
often a complex medicolegal one that requires careM and 
skilled investigation by law enforcement and/br protective 
services persons assisted by medical evidentiary examination. 
Usually^ a licensing agency also needs to be involved. Many 
cases remain unresolved because of medical Inability to fix 
a time of ii^'uiy with sufficient precision to distinguish objec- 
tively between aii iiio'uiy produced at home aiid in a day care 
setting. 

A rather rare but hanrowing occurrence is that of more 
thaii one instance of sudden unexpected infant death occur- 
ring in the same day care setting in a relatively short space 
of time, perhaps less thaii ouc year. Since there is no medical 
iiiethod to distinguish between sudden infant death syndrome 
(SIDS) and deliberate sufTocatioii, the investigators are lefb 
with epideiniological iiifereiices and statistical probabilities. 
Uiider these conditions^ it is difficult to make firm recoinmen- 
datioiis; however, a coiiservative position would be that aiiy 
provide]* who has aii occurf eiice of SIDS in his or her care 

66 



Day Care and Child Abuse 45 



should be Under close surveillance by the licensing agency. 
If additional cases occur> a calculation of the likelihood that 
they are true SIDS is quite simple, based upon the number 
of infants cared for^ the passage of time and the known inci- 
dence of SEDS. This may be the only objective basis for a 
decision about continuing licensure, since surveillance for 
other possibly abusive events is unlikely to be helpful. 



4.3,B Sexual Abuse 



_ Sexual abuae bccurring in day care m^ go xmrecognized 
for long periods of time becatrae of Jhe skill of the perpetra- 
tors in avbidlag discovery mid in mciing the victims keep 
the secret. When the victims £tre under four years of age, 
they may give an indication of the existence of the abuse by 
showing age-inappropriate sexual bebavio^^^ or dis- 

turbed behavior, or prolDlems associ^o. ^^ genital area 
or th** anus, including venereal diseases (gonorrhea, herpes, 
venereal warts, or vaginal discbarge catted by several difffer- 
ent organisms), abhbrinalities of the labial skin, bleeding 
from the vaginal or anal area, or fecal soiling in children 
previously free of fecal acSdeSs. When the victims are able 
to tell their story in words,^ey may do so at all sorts of 
unexpected times; but they raay^nly do so once if they are 
not taken seriously. Almost invariablj^ tiiey are under some 
form of cbercibn by the peipetratbr to keer the secret. Older 
children whb are being abused but who .^3^ afraid to tell 
may dembhstrate a variety of altered jjehaviora related to 
aUnbst intblerable stress.^ Any child ^ose pre^ously 
healthy behavibr patteriis change without explanation should 
be considered tb be a possible victim of sexual abuse and a 
sensitive inquiry should be made into fte possibility. Chil- 
dren whb begin tb express seriotK mstress about being left 
in day care should have their concerns considered thought- 
fully. If sucTi behavior deveibps anew in a child who has 
pA eyibusly tolerated separatibh well, it should be taken very 
seriously. 

_ When a child is brought to attention because of one of the 
behavibral changes that may indicate semsd abuse or with 
genital or anal signs, the physician or counselor usually has 
no immediate way of knowing \^^effier to be concerned about 
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i&e home, the day care sottf ce, or still another setting. For 
tfiis reason it is very unwise ^altfidugh often irresistible) to 
attempt to resolve tiie problem without assistance from a 
protective or law enforcement agency. This principle becomes 
even more important when a child begins, in the day care 
setting, to demonstrate behaviors indicative of abuse. If the 
care facility employs a number of workers, the one making 
the observation may have no waj of telling whether or hot 
another employee is molesting the cTiild or if the abuse is 
occmring at home. Looking into a situation of this kind re- 
quires great skill and a level of objectivity that usually can- 
not be provided within the organization where the problem 
exists. 

4.4 Prevention of Child Abuse in Day Care 

When an instance of abuse in day care is reported^ there 
is a tendency to advocate ah increase in the ihspectibn 
capabilities of the licensing agencies^ Ttis is desirable, but 
perhaps hot obtainable everywhere. Indeed, some states do 
hot require family day care providers to be licensed ahd do 
hot regulate them ih ahy way,^ While professional brgahiza- 
tibhs should cbntihue tb work for ihiprbyed licehsihg ahd 
inspectibh, they should alsb i^coghize that the mbst impbr- 
taht preventive methods that can be applied tb abuse ih day 
care are still those bf selectibh of the care facility, ahd 
mbhitbrihg by parents iahd ol)servatibh bf caregivers' perform- 
ance by their peers. 

4.4,A Advice to Parents 



There are many brochures and booklets that tell parents 
hbw to seleci; a sblirce bf child care. (A very comprete one 
has been published by the U.S. Depart?: ent of Health and 
Human Services. See Appendix II.9, checklist #1.) Most of 
them emphasize a careful evaluatibn of the provider prior to 
acceptance^ usihj ihspectibn^ interview, references, and rec- 
bihmehdatibhs. Many jfeil to mehtibn what may be the most 
ihipbrtaht safeguard that the parent has: the unscheduled 
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advance agreement with the 
pTovider tiiat feey may visit at any time, and they should 
do so as iong m tiie ^hild is in rare. T^e visits need not be 
frequent and they certainly can be brief. The parent has an 
ofeHgation jiot to be cfisniptiv^ but he or she should see the 
cl^Id and assess the setting and what is going on in it each 

^^^^^^^ .^^^. J'^'^^^il^^ ^ ^ S^t acquainted with 
other P5^nt3^ ^^0 use the same provider and occasionally 
share experiences in semisocial meetings or over the phone. 

By these methods, as well as the standard ones described 
in brochures, parents can be satisfied that they have done 
about all iiiey can do to prevent the abuse of their children 
in day care. Some abiise will still occur, and parents^ prdvid- 
era, and helping professionals all share a responsibility to 
continue to work for the total elimination of i*.. 



4.4.B Advice to Providers 

^Providers need to gain some tmderstahding of the thou^t 
processes and beliefs of those caregivera who are likely to 
abuse children. In the case of physiral abuse, it is likely ffiat 
the person who cbimnits it, in most cases^ does not know in 
advance that he or she is going to do so. What abusera may 
know is that they were themselves abused in childhood. Iliey 
may also kiidw tiiat some aspects of Ibolcing after infants or 
children of certain ages cause them to feel inadequate or to 
experience other sorts of distress. For sucTi people the profes- 
sion of child care is an unwise choice. For a person already 
"trapped" in such a choice, a first precaut'On is to try never 
to be alone with cliildr when feeling lad: the next thing 
is to try to find other work. Resblvihg the problems caused 
by having been abused as a child is difificult and time comum- 
ing and best done when away from the pressiu:es of child 
care. Wiiereas these recbiDmehdatioris may ^em harsh, they 
are much iess so than tJie cbnsequehces cf being proven to 
have physically abuser ? :a infant. 

Center dpsratbrs n?i- i;;: be conscious of the existence of 
pedophilia arid the t^clJixques employed by:pedbpTliiles to gain 
private access to chiTarcn, as well as bf the behaviors of 
childreti who are being sexually abused. As yet, there is no 
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reliable method for acfeening potential Employees for this 
problem; but it is perfectly legal to ask about it in a preem- 
plbyment interview in many states^ and this practice might 
have some value^ Criminal record checks and fihgerprihting 
for prbvidere are being required in some states^^ but whether 
or iot these rather expensive measures are effective is still 
unknown. _ 

Policies and practices which eliminate private access of 
adults to children in cafe axe very wise. All employees should 
know that they may be visited at any time by the director 
of by a pafent. Centef staff should all be instructed about 
child sexual abuse. 

JFamily day care providers who employ assistants or who 
allow access to childrea by their relatives or friends must 
use the same care in selecting such persons as operators of 
lafgef facilities do in Jiiring. _ _ _ 

Conscientious^ nbnabusive providers should not be fearful 
of being accused of sexual abuse because of physical contact 
with, children that is normal £ihd necessary in providing care. 
Neithef should they let themselves be inhibited from hbldihgi 
hugging, and perabhal cbntact with infants and young chil- 
dren whb need it. It is quite simple tb tell the diSerence 
between^ the afiectibnate hblding of children and sexual 
abuse. The latter, when ybuhg cliildreii are victims^ almost 
alwsy.i ihvblves at least tbuching bf the child's genitals or 
the anal area while the perpetrator seeks sexual arousal or 
gratificatibh. (Sexual ihvblvemeht with adolescent children 
may be quite different, but this is unlikely tb arise in the 
day care setting.) Because most prbviders bf day care are 
consciehtibus and truly cbncerned with children's welfare, it 
is likely that day care settings will come to be recognized as 
places in which khbwledge abbut sexual abuse is applied tb 
prevent it. 

4.5 Rep6rt!hg 

The reporting requirement for persons who are profession- 
ally involved with children, in most states, is based upon the 
suspicion of abuse. In most states persons who work with 
children are required to report abuse and are referred to as 
''mandated reporters." Mandated reporters are not required 
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to prove their allegations; however, there, are many reasons 
why reports should be carefully _made« Considerable &arm 
may come to the person who is the subject of the report if 
the r^drt is incorrect; the victims also may be hanned by 
the investigative process, and the agencies responsible for 
investigating reports are often overwhelmed by tiie volume 
of work presented to them, with the result that cases may 
not be carefolly e^lbred. 

Many states now have repbrtihg laws that require that the 
information be given only to law enforcement or child protec- 
tive agencies. In such states^ reporters of abuse becurring in 
day care may be legally prevented from hbti^^g the families 
using the facility in which the abuse bccuited. 

R-oviders of care to families are typically reluctant to fe- 
port child abuse in the families they serve. Day c^are providers 
are no exceptior to this general rule. In Sah Diego County 
(pop. 2,000,000) in 1983,_bf 26,000 repbrts of diild abuse and 
neglect, 86, or less than 1% were made by day rare? provide :v5 
of all kinds. Given the fict that 15% tb 20% of c^^:^4ren art 
receiving some form of day care ^ there are probacy cases of 
abuse being overlooked in the day care settmg just there 
are in schools and dpctbrs' bfiSces. D^ care prbT-. ^rs could 
be more helpful in detecting abuse if they were trained to 
recognize and r^ort instances that bccur. 

Persons reporting for the first time are wise to seek ad^ce 
frbm others with mbre experience. Familiarity with state laws 
and Ibcal arrai^gem'mts for the reporting of ^Id abuse is 
obligatory for all persbns who work with children. 



4.6 Investigation 

A detailed description of how investigations of abuse should 
be carried out is beyond the scope of this chapter; however^ 
a few observatioira are in order. Investi^tions of cases of 
possible physical^^buse have been made in large numbers 
for msuay years have systems of in- 

teracting medical md protective agencies that function fairly 
well. The system for investigating sexual abuse is much mbfe 
priroitive, and there OTe st^^^^ between the 

systems in different places. Methods are still evolving; how- 
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evei^ it appeal^ ffiat teclimques of interviewing and eramin- 
ing possiSle victims are rapidly becoming more effective ahd 
more fiumane. Some commnnities already offer comprehen- 
sive evaluative services for sexual abuse (usually in a medical 
setting), and many others will develop them soon. 

Physical Abuse 

Physical abiise is recbgniz^ble when there are si^ns of 
physical iiyiuy with discrepant explanations. In addition, 
there are some ii^'uries that must be siispected as resulting 
from abuse and reported regardless of what histbiy is given. 
Examples of the latter class are handmark bruises, fractures 
in healthy infants less than one year of age, hot water burns 
of the buttocks or burns of handi or feet in stocking or glove 
distribution, and lineal marks on the skin resembling cord 
marks or belt marks. Examples of discrepant histories are 
the attribution of fractures to falls from beds (possible but 
rare) and the attribution of cigarette burns to insect bites, 

Day care prpvidera should identi^ physicians (who will 
usually be pediatricians) who are willing to provide them 
with telephone consultation about possible nonaccidental in- 
juiy. ITiis consultation should be ilsed whenever a possible 
hbhaccidehtal irgury is discovered. 

4.6.B Sexuai Abuse 

Most of the signs that young children may show when 
beiiig sexually abused were listed in a preceding section 
(4.3.B). That many of these signs can also be produced by 
other causes ij.esents a problem. A medical examination or 
a skillfully performed interview may be necessary in order 
to clarify the activities and participants. 

One approach to this problem, which will help in many 
cases, is to ask the parent to seek professional help and to 
allow communication between the day care provider and the 
individual whom the parent consults. (It's a good idea to have 
a consent form for such commimication signed by the parejit 
or guardian, and to inform her or him when the form will 
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be us^.) Iten^ for example, a young child with a vaginal 
discharge be referred to a physician who can determine 
if it is due to ^ yeast J^ection, which is not usually due to 
sexual abuse, or to gonorrtea, which is always associated 

with sexual abuse,® 

Ghildren who show behavioral sympto of being sexually 
abused sho^d be referred to professionals who are known to 
be skilled in ffie interpretation of such symptoms and in the 
teclmiques of play inter^ew. Qualified iniSviduals may be 
found among psycHatrists^ psyc^^ family counselors, 

social workers, and pediatricians. Some children will require 
both a medical and a behavioral examination. Finding profes- 
sionals who are 3ki??v.3m eraluating^hildren for the possi- 
bility of sexua^. abuse niay present some difiiculties, but in- 
terest in this eutj*^ . ; is widespread and the number of experi- 
enced person/ is ^^creasing rapidljr. All professionals who 
work with ^niio -an shoidd acquire ^asic knowled about 
child sexual abuse, and Jhose wish to perform special 
diagnostic work mast prepare theSraelves^^ State 
Offices of Ghild Abuse Prevention and local child abuse coun- 
cils are good sources of informatiox:: about both training and 
consultation. 



4.6.C Neglect 



^ forms of neglect as there are 

of children's needs, and because mild neglect is difficult to 
separate from ac:;eptable chil d-rearing practice, most states 
require that neglect, to be reported, should be producing some 
tan^ble harm. Some s^^te It i'^^ include very specific diagnos- 
tic language, <iuch as the teim nonorgaiiic failure to thrive, 
^^ereas othera use general provisions. Day care providers 
should be prepared to recognize the possibility of nejflect 
when certain signs are present, and, as with sexual abuse^ 
will need a referral to a pediatrician. 
SMne instances of neglect may be perfectly obvious by the 
infant's or tiie child^ appearance, the clothing provided, the 
state of hygiene^ or the child's behavior. Others may be more 
subtle. Undemutaition is one conunon form of neglect that 
particp:larly affects infants less than two yeats of age. (Older 
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cliildren seem to be able to find food and eat it unless locked 
away from it.) Day care may well mask undernutrition be- 
cause the in&iit makes up for the lack of food intake at 
home by Ceding yigdipusly in care. Prdvidera of care for 
infants iieed to be familiar with their normal appearance and 
patterns of linear growth and weight gain and to have some 
knowledge about ndnnal intakes of food and formula. 

Severe neglect of infants and childi^n is likely to manifest 
itself as a develc^mental problem: either a general delay or 
specific areas of developmental lag. For example, delays in 
motor develc^ment occur in infants who are left in cribs with 
limited dl^dittinity for mdveinent; delays in speech occui* in 
toddlers whd are not spoken to. There are, of course, many 
other causes df these delays, but there is no question that 
the infant whd is slow in any aspect of development must 
be thdrdughly evaluated as soon as the fact is recognized. 
The pediatrician shduld generally be the professional person 
to start such an evaluation. The day care environment both 
treats and masks this type of problem, so it is likely to be 
mdre apparent when an infant is first brought for care. 

4.6.D Alcohol and Substance Abuse 

Alcohol or other chemic^ abuse by the parent is a very 
frequent factor in neglect or abuse of the infant. Dependency 
on drugs oHx^n allows many perio(b^f relatively normal be- 
havior by the parent which sometimes makes the problem 
difficult to recognize. A pscrent who is visibly mtoxicated 
when he or she brings or picks pp the childis, m most cases, 
addicted^ but^his fvent is relatively unc(^^ much 
n^ore common for a provider to notice that a parent smells 
of aicohqi but is ft^ctiomng pretty v^^ circumstance 
should cause^ concern ^e provider to other 

manifestations of addiction. The question of ala)h61ism may 
pIso be raised when on frequent occasions the child is not 
Bipu^t for c»e md the pmreS go to Work. Families 

whose lives ^pem chaotic despite ability to func- 

tion adequat^ Si^y soc^ well have an 

alcohol or drag problem in one or both parents^ 

Services for ^emicaliy dependent peiBons are numerous 
and accessible inmost communities. TKe methods of interven- 
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tion will vary in each case. If the problem has resulted in 
overt neglect or abuse of the child, the reporting laws apply 
as in any other case. Many persons with chemical dependency 
problems can be successfixlly treated, but initiatteg Seataent 
is often very diflficult. The pediatrician or the day care pro- 
vider who 8Ui^)ects the prob^ and conff onts fee parent 
about it takes a high risk of being discharged, eonfrontation 
is better done by another family, member assisted by a person 
femiliar with the treatment of cTiejnical dependency; Care 
providera for the child should seek assistance from such 
sources. 



4.7 Day Care as a Method for Prevention of Child 
Abuse 



How much abuse has already been prevented by the use 
of day care can never be feaown^ but the amount must be 
ve^ large. Day care allows families to increase their incomes 
and to maintain hijfher standards of living than woidd other- 
wise be possible. Day care decreases isolation, and, for ibose 
pOTents who never experienced good care themselves, ffie pro- 
vidara of day care may be important modela after whom they 
may pattern their own parentad baaviors. Day cafe provides 
for reduction of the stress that can develbp as a result of 
long periods of uninterrupted rohtact with infants of young 
children. 



4:7.A Use of Day Care for Families at EM for Abuse 

Many families afe pefce^ed by professional persons as 
being ve^ likely to abuse or neglect their children (see Ap- 
pendix IV.2). Sometimes this is because they have already 
abuied or negleited a^Kld and have been referred to a pro- 
tective agenpy. Sometimes it b because they manifest cert€dh 
behaviors thai ofl^eh foreshadow or lead to child abuse or 
neglect. Such predisposing behaviors are often observed in 
the perinatal period and include such thin^B as failure to 
seek prenatal care, use of alcohol or dru^, and making no 
preparation for the baby. Generational abuse, mental illness, 

J. — 
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family violence, and abuse of a prior child me also warni^ 
signals. After birth the same factore may be observe^ 
as impaired maternal-infant interactions, in8g)propria 
cipline, unreasonable expectations of Ihe iirfant^ isolation, 
and near-abusive or mildly abusive actions. S^ematmNB bir^ 
is often associated with many of these beh^ore^ especially 
lack of prenatal care and failure to p:epm:ejbr the baby, and 
premature infants as a group are much more likely to be 
abused or neglected than term babies^ 

Day ccire enriched, when possible, by sp^ecid modeling or 
instruction is often sought by protectee sei^ce woiters fo 
**high-ri8k" parents, and programs can be set up which em- 
phasize this role.^ For some parents such pro-ams may pro- 
vide the only exposure to healthy cHld-remmg practices that 
they have ever experienced. When d^ cOTe providers are 
given special instruction sbout child abuse, they are more 
likely to become involved in prevention^^*^ 

Unfortunately, only a isw day cso-e providers are set up 
and funded as child abuse prevention services, and very few 
can afford to take the time that is required to bring about 
mfiyor change in the parenting practices of hipi-risk families. 
Services of this sort should be widely available but, in fact, 
they tend to be provided only in demonstration projecta whicli 
cannot be replicated because of a lac^of fimding^ Child care 
projects aimed at teenage motit^s niay be more cdmmbh, 
and they serve the very usefhi purpose of allowing the young 
mother to complete her education j^le^becoming attaclied 
to and caring for her infimtjvith good models. These pro- 
grams may also prevent sonae abuse and neglect; however, 
it is not certain that the mothers that they reach are those 
most likely to abuse their children. 

4.7. B Prevention of Se^^^ Abuse iyy the Education of 
Young Children 

Educational programs which aim to "immunize" young chil- 
dren against being sexually abused have been developed in 
many places, and more ^pe^ every day.^^'^^ Most 5uch prb- 
grsutns have quickly gained acceptance because of the public 
and professional concern about sexual abuse. 
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A typical progr^ of &is sort teaches ckildren that they 
are allowed and en^owered to say *T^d!" or "STOP" when 
someone (anyone) toudbes &f5i in a j^y wlxich seems wroiig 
or Jbad, and it teaches cfaHdren about what is good and what 
is bad '*touchmg/' totruction about how to escape and how 
to tell another trusted person about it is also given. 

When programs of this sort are presented in schools, one 
effect is that some cfiHdren will immediately tell the teacher 
that th^ are being sexudiy abused in their homes or in 
other placet. Tht^, a program aimed at preventing abuse 
initially results in drmi^EtticS^ inarea^^ reporting, which, 
in fact, actually does preyeS ffie abuse from continuing. 
_ Whether programs of tins sort prevent sexual abuse is un- 
known and will remain so until some carefiiijy designed and 
fairly long-term studies jore performed^Even if they do, they 
are not ideal because ifiey place tiie entire re^nsibility for 
the prevention of sexual abuse ^n the child. Bbr the pres- 
ent, preschool educators shoidd ccratiouslyand carefully intro- 
duce such programs after consultation wiS skilled persons 
who work with sexually abused ^ildren. 

4.7. C Educational Progmms for Providers 

The khdwledge that educational programs about dBild 
abuse enhance the ability of providers to engage in preven- 
tion should encourage tiie development of this sort of instruc- 
tion, both for perabiis in schools where child care and child 
development are taught and by organizations providing con- 
tinuing education for active providers. 



4.8 Implications 

4.8.A Licensing 

_While day care licensing can probably never be a totally 
effective means for the prevention of abuse, it serves two 
important functions in limiting the amount of abuse tiiat 
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occurs. First, it makes possible epier intemiption of abusive 
practices because removal of a license, which is a privilege, 
and hot a right* requires a lower burden of proof than a 
crimmal cdhviction for abuse. Second^ a licensing review 
(whether or not it results in siispensibh) creates a record 
wMdi may be valuable wheiLthe seme pem)ii repeats the 
behavior oh a later pccasioh. These two functions are imjor- 
taht because child abuse ii usually a j)rivate eveht for which 
dcxnlmehtatidh is bfteiOhffiailt, fiPid detenhihatibh of respond 
sibility eveh more ifb. For casual, pait-time child care prbyid- 
ers, licehsihg could be a qtiick and simple process, but it 
wbiild still make idehtificatibh and checking bf recbrds 
possible. 

4,8.B EducdHoh bf the Public 

Considerable effi^rt should go into the preparation and dis- 
semination of knowledge about day care and its relationships 
to child abuse. The many positive aspects should be men- 
tioned along with the thinjp tbat fkmilies can do to m^e 
their children safer. Pediai^cians can assist in this process 
by having materials available in their offices and by covering 
tbe subject in the guidance they offer to parents. 
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PREVENTION^ CONTROt, AND 
MANAGEMENT OF INFEOTIONS 
IN DAY CARE 



5.1 thtrbductibh 

Infections occurring in infante md^hil^ 
and young adults in various group .setting^ have long J^een 
of concern to parents, physicians, and othei^ in ^harge of 
their care. Staphylococci auad Group B Beta Streptococcal 
infections in newborn nurseries. Hepatitis A in group homes 
for the retarded, chicken pox and Uce i^ pubHc schools, 
poliomyelitis in summer camps, and meningococced infections 
on military bases are among &e most obvious examples. 

With the increasing numbe]^ of infants and children in 
day care^ it is not surprising that considerable concem has 
ariseii about infections in day care centera^ Althou^ con- 
troversy remains about the scope of this Pi^oblem and the 
extent to which children in day care may be at increased 
risk for acquiring and spreading infections compared to chil- 
dren not in day care, there are certain basic principles con- 
ceniing the control of the spread of infectious disease that 
must be strongly recommended. Of these, carrful hajid wash- 
ing by pereonnel is the simplest and most important. 

5.2 Persbhhei 

5.2.A General Precautions 

All perabnnei working in day care centers shuidd have a 
medicil evaluation and a tuberculin test prior to beginning 
work in the center and every two years thereafter. The exami- 
nation is both for their own protection and to reduce the risk 
of their serving as a source of infection to the children (see 
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Appenffic S.5). itil peraonnej^ including clerical, transporta- 

*i'^^L_^f^_^99^_?^^^^^® J^^^?-^!. immunized accord- 
ing to the schedule recoiimended by tlxe Centers for Disease 
Control (GDG) for caregivers in child care centers (Appendix 
V.l). 

in J^ge day care centers, workers should have a specific 
assigranent within the^ Renter, if possible, food handlers 
should not also be caretakers,^ especially for infants and 
diaper-clad todcHers.^ Where persom by the size 

of the cente^ those^ infente md diaper-clad toddlers 

should not prepare food for others outside that group and 
should be ^specially meticidous about hmd^w^ Workers 
should care for the smne cMdren da^^ as possible. 

This not only decreases the risk of spreading infections be- 
tween groups of cMAren, but provides the consistency of care 
desirable for the best development of the children. 

Employees should maintain a high degree of personal 
cleanliness and should confoim to g^ practices 
during all woiting peno<fe St^ members should thorqugUy 
wash their hands and e^^posed portions of their arms with 
soap and warm water before starting to work, during work 
as often as necessary to keep tibem clean, after changing 
children's diapera or wiping SieS noses, md^after smoldng, 
eating, drinking^ or using the^ toilet. KngernaHs should be 
kept clean and should BeJWmmed^ Guter clothin of all staff 
should be clean; and 3uring the preparation ^d serving of 
food, effective hair restramts should be used to prevent con- 
tamination of food and food contact surfaces. JJnsa^ 
tices such ^ : ' "'•atchihg the head, placing fingers in or about 
the nose c: r . >'i' ' ; or indiscriminate an^l^uncqvered^ 
or cbughis . ::aout hand wasHng before returning to food 
preparation should be prohibited. 



5.2.S Hand Washing 

The most important measure in preventing the spread of 
infections in day care is hand washing. Personnel changing 
infants' and children's diapers and handling respiratory secre- 
tions, (e.g., wiping a child's hose with a tissue) must conscien- 
tiously wash their hands and the children's hands after each 
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such coriactrad ^fterusing the toilet themse^es, using soap 
(iiqmd preferred) an^rrmmng water. H^ds should ^e rubbed 
vigorously as they^are ^'^tshed. jEhe area washed should ex- 
tend to die forearms. "Hiorough rinsing should be followed 
by drying ^?_h?5ds ?_ disposable towel ^i^chjjmi then 
be used to turn ofiF the faucets^jSlean hsmids sho^d not touch 
toe bare feu^cet handles, A \m of the hand 

^t^^hing policy should be posted^at_each la^oix^Such rem^ 
dera are frequently a^ ^hi®_local herfth depart- 

ment^ Posters showing stepwise procedures for hand washing 
and diapering are available. 

5.3 Medical Evaluation 

All children should have a medical evaluatibn prior to en- 
tering into day care and their health should be monitored 
subsequently according to the scliedule suggested , by _ the 
American Academy of Pediatrics^ (see Appendix V.2). Chil- 
dren in day care should be immimized as recommended by 
the Committee on Iidectious Diseases of the American 
Academy of Pediatrics'^ (see Appendix_V.3), and the history 
of their imniuhizatibns documented. Tlie_ medical examiner 
should record preexisting infections which might be a risk 
to other children or day care workers, as well as conditions 
which might jnake the infant or child more likely to acquire 
infections. Childish with aij^iificaht immunbdeficiency, 
whether cbngenital or acquired, should hbt be in group care. 
In large cities there may be programs, develbped exclusively 
for children with acquired immuhbdeficienc^ where {specific 
precautions can be developed. 

Children should be encouraged tb learn and to practice 
good hygiene^ espedsdly in using the toilet^ handling respira- 
tory secretibns, and feeding. 

5.4 Facility 

Day care centers should not be pvercrbwded. A written 
pbhcy defining the maximum popidatibn should be developed, 
one that is cbhsisteht with the requirements of the children 
in care and with local or state health requirements and^r 
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vjr t:;?; • ccn^^-iiTSiis stahdards. In large centers, separate areas 
ai u;a . i>:^intained for infants, diaper-clad toddlera, and 
toilet u dined tbddlera. Ventilation sfiould be adequate to 
minimize odors and dilute infectious agents, in general, the 
total ventilation area in every habitable room (one with op- 
erable windows) should not he less th^ 4.5% of the floor 
area, unless central air cbhditibmhg is provided. 

Cleanliness is important. Floor surfaces and intenor walls 
at the levels exposed to clild contact should be easily clean- 
able. Such surfaces should be cleaned routinely accor^ng to 
a written schedule tliat complies with local or state health 
rf^gulations or the orders bf_a pediatric consultant. Spot- 
cleaning of contaraihated ourfacfis, such as infant seats and 
surfaces touched by the mouth, must take place before 
another child can use the equipment. Gleaning of ail equip- 
tnent should be done at least weekly. Visible soil should be 
removed daily. A sanitizing solution should be used after 
cleaning to rinse surfaces and toys in the infant and toddler 
areas before another child can use them. A solution \^ch 
is inexpensive and effiictive can be made by adding V4 cup 
of household bleach (5.25% sodium hypochlorite) to one gallon 
of water. This sdlutibh should be kept in a labeled container 
placed out of reach of the children and net near food or diink 
items. It must be made fresh daily, as it deteriorates rapidljr, 
and the unused portions saffely disposed of at the end of the 
day. The solution may be discarded in the sanitaiy sewer 
drain. A usefiil practice is to maintain a s^ap-and-water so- 
lution in a basin (but of reach bf the cliildren) into vMch 
conteminated toys are dropped until time perinits washing, 
rinsing with the sanitizing dip, and air diyihg. Toys suS as 
fuzzy stuffed a nim als^ which cannbt be adequately cleaned, 
should not be tised in day care cehtera. There are machine- 
washable stuffed toys which are acceptable, but they should 
be treated as personal items. Children shbuld be provided 
with separate receptacles for T/ater play; most art materials 
also should not be shared but used by one cliild only and 
discarded when play is completed. 

Sinks, lavatories^ drinking fountains, and other water out- 
lets should be supplied with safe water^ sufficient in quantity 
and presstire to meet conditions of peak demand. The sewage 
or waste pltimbing system shbuld be designed, cbnstriicted, 
installed, and maintained to prevent crbss-cbhnectibh with 
the water ^stem. Both plumbing and pbtable water systems 
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should meet applicable standards of the local health 
department. _ _ _ _ _ 

The center should provide at least one toilet and one lay- 
atoiy located adjacent to the child care area for every 20 
children or enough to prevent _waitihg. A center operating 
with children in attendance for five or more cohtihubus hours 
a day should have as a minimum one toilet and one lavatory 
foiL every 15 children. 

_ Toileting and diapering areas must be separate from the 
food preparation area. Potty chairs, when used^ must be lo- 
cated only in a toilet ^ea and inust be wholly constructed 
of nbnpbrbus material. Th^ should be dumped immediately, 
cleaned and sanitized pribr to storage or reuse^ either by 
using the chlbrihe sblutibn specified for cleaning the toys and 
the diapering area or by tising a commercial fltisher designed 
for bedpan cleanin r^. StaiY ii:eiribers should wear gloves while 
cleaning or sanitizing potty chairs. They should carefiilly 
wash their bwn hands when the procedure is completed. Sinks 
with hot and cold ilinhihg water should be present in the 
toilet area, and a<]^acent to the diaper-changing aresL For 
safety, the hbt-wat^r temperature should not exceed 120°F 
at the outlet. 

Sewage and other water-carried waste should be dii^osed 
of through a municipal sewer system when such a system is 
available. When a municipal system is not available, waste 
must be discharged into an approved private system which 
meets local health departme^^ 

Garbage and refuse must^be stored in fly-proof and water- 
tight containers with tight-fitting lids. Step-cans are prefer- 
able. A garbage can should be provided with a waterproof 
liner. Garbage and refuse ought to be removed from their 
containers and placed outside for collection or removal at 
regular intervals. 

The premises should be maintained in a clean and sanitary 
fashion in order to pfeveiit invasion by roderits and insects. 
A commercifid ejd^rminatbr should be called immediately if 
evidence of infestation is discovered. Under no circumstances 
should baits or other poisons be used in a way that presents 
a risk to the children. 
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5.5 Diapering Area 

Caregivera should change cfiiiaren's diapers on disposable 
coverings^ placed on a smooth, nonabsorbent, and easily 
cleaned surface, sucTi as Formica or plastic. Dirty disposablt 
diapers and table-covenhgs should be put immediately into 
plastic-bag-lihed, foot-activated cans. 6ans should be inacces- 
sible to toddlera. Soiled clbtiWng, including nondisposable 
diapers^ should be placed immediately in separate plastic 
bags labeled with the cMld's name for individual laundering 
outside the cehten 

The diaper-changing area should be cleaned after every 
use with soap and water to remove visible soil, wiped vidth 
a sanitizing sblutibh (see Section 5.4), and allowed to dry. 

5.6 Food Preparation Area 

^^^^_?°_?^J^_™^ meals are provided by the day care 
center, the facility should comply with the sanitation require 
ments of the Food S^^ Manual (1976).^ 

(Becarae^ tiiere are so many sanitation issues involved iii day 
care, a professional sanitarian should be employed to visit 
the facility to j-eview practices and equipment even if not 
requbed by regujations to do so. Review should include food 
preparation, toilet, child care, and maintenance areas.) 

At all times, ^ile bd^ prepared, served, or trans- 

ported, food should be protectee m contamination by dust, 
ihsects, rodents^ unclean eq^^^^^^ it and utensils, unneces- 
sary handling, jjoughs and s^ ;S. flooding, drainagCj arid 
overhead leakage or drippage om c . densation. Containers 
of food shoidd be stored a mininiiini of si * inches off the 
floo/ 1 a mraner that protects the food fro^ii splash. Pdten- 
tiali.^ hazardous food (food cap?ible of supporting growth of 
infectious or toxigenic nMcroorganisms) should be refrigerated 
at 45T or below or heated to 140T or above. Foods should 
be stored in then* on^nal containei^ or in covered containers 
labeled as to contents. 
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_ Reusable equipment and atensils should be smooth^ easily 
cleahable^ cbrrosion're&istant or npnabsorbent^ and durable 
under conditiohs of hbrmal use. Nbnporbus material shbuld 
be used for cutting bbBrds^ cutting blocks^ salad bowls, and 
utensils. Single service articles should bo made bf cleah^ safe> 
and sanitaiy materials^ and should not be reused. 

To prevent CTOss-cbntaininatibn, kitchenware and fbbd cbh- 
tact surfaces shbuld be washed^ rinsed^ and sanitized after 
each use and after any interruptibn bf j)reparatibns during 
which cbhtaminatibh may have bccuired. For manual wash- 
ings rinsing^ and samtizing of utensils^ a cbininercial three- 
cbmpartmeht sink is desirable. Hbwever^ where only two cbm- 
partments' are available^ a basin cbhtaimng the sanitizing 
sblutibn may be placed next to the sink. The third compart^ 
ments jLbntainihg the sanitizlhg sblutibn^ shbuld contain at 
least 50 parts per miUion bf available chlbrihe (hbusehbld 
bleach br other sanitizing sblutibn) in the cbncehtratibn 
specified by the local health d^artment. The Ibcal health 
department can alsb advise ix^garding sburces for sanitizer 
test-strips, to assure adequate cbncehtratibn bf the chlbrine. 

Mechanical dishwasheiB designed for hbme use are adc* 
quate fbr a day care facility. However^ unless rinse tempera- 
tures reach 170°F fbr the peribd necessary to efiect sanitatibn» 
the utensils shbtQd be rinsed in the_afbremehtibned chlbrine 
soluticn, br rinsed in hbt water (170®F) for at least bne-half 
minute. 

Drain boards and racks bf adequate size should be provided 
t<) allow the air drying bf washed, linsedi and sanitized uten- 
sils. Dish towels should iibt be iised fbr drying utensils. Fur- 
thermore, sanitized mstruments should not be drained on 
towels in place of a drain bbard jt dish rack. Dried utensils 
shbuld be stored in clbsed cabinets protected from diist, in- 
sects, rbdents, and other sburces bf cbntaminatibn. 

Nbn-food-cbhtact surfaces should be cleaned as_ bften as 
necessary to keep the equipment free bf acsumulatibhs _bf 
dusts dirt,__fobd_ particles^ and other debris. Clbths used for 
wiping spilled. fbbd on tableware, such as plates^ bbttleSi and 
glasses^ shbuld be cleah ahd used for no bther purpose. Mbist 
clbths br sponges used for wiping food spills^ on kitchenware 
and food a)ntact surfaces should be_ cleaned and rinsed fre- 
quently in a sanitizing sblutibh,^ such as tiie sahitizingLSblu- 
tibn of hbuselibld bleach mentibned in Sectibn 5.4. These 
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cloths and sponges should be stored in the sanitizing solution 
between uses. 

When a center provides infant fditaula^ commercially pre- 
pared prebottled ready-to-feed formula should be used. For- 
mula left in a bottle at the end of a feeding should be dis- 
carded^ Commercial baby food cbntainers that are opened, 
md foods prepared in the center which are stored, should 
coTOred, dated^ labeled as to the cdntehtsj and refirigerated. 
I^e contents should be discarded or used within a 36-hour 
period^ A child should not be fed dir ectly from baby food 
containers if the contents are to -32 fed to the child at more 
than^ one sitting or to more than one child. 

Wh^jn a parent chooses to provide formula or food, the 
center should assme that ft e food, formula, bottles, nij^les^ 
and containers comply with the following: 

• Formula should be brou^t in a sealed container for termi- 
nal preparationjust^rior to feeding. Ready-to-feed formulas 
that are not commerciadly prebottled should be freshly bot- 
tled at the day care center from the can brought in un- 
bpened. _ 

• Sanitized bottles may be provided by parents. 

• Formula, breast milk^ cow's milk, and perishable foods 
should be propefly refrigerated. 

• Foods and fluids must he covered and labeled as to contents, 
date of opening, and the child for whom they are intended. 

• Formula should not be stored longer than 48 hours after 
bper:hg. 

• Foods other than formula should be used within 36 hours 
after opening or discarded. 

• Milk brought in storage bottles to the center should be 
poured, just prior to use, into clean cups or l30ttles having 
sanitized hippies. 

• Fonnula or milk left in a bottle or a cup at the end c: a 
feeding should be discarded. 

5.7 Sick Child Care 



S.7.A Illness Policy 

The center should have a written, policy concerning the 
management of sick children. It sbouM be conveyed in writ- 
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ihg at the time a child is registered (see Appendix V.4). This 
policy, arrived at after cdnstiltatidn with health care provid- 
ers, should take into consideration the physical facilities and 
the number and rMalificatidns of the center's personnel. The 
decisibn^i involved in developing policies are extremely dif^ 
ficult. iii; must be recognized that children do become ill at 
unpredictable times. parenf:s often are not given 

leave for children's illnesses. Centers may not have sufficient 
space, or personnel to care ifor sick children properly. Home 
care for sick children is ejcpensive. 

If an infant or child becomes ill dtiring the hoiirs he or 
she is in day care the parent(s) should be notified^ To keep 
the infant or child in the child care program even temporar- 
ily^ there must be adequate quiet space separate from the 
rest of the children where the sick child can be watched and 
given, appropriate <»r must be adequate to 

care for the sick child. Fsraomiel must have sufiicient trsdn- 
ing tb recognize the child who requires prompt niedical atten- 
tion. Most states have laws requiring reporting of specific 
communicable diseases when they occur in a public facility. 
Child care personnel should be familiar with these requh^- 
ments and promptly report the designated diseases. care 
staff members becoming ill with gastrointestinal or skin in- 
fectioris or who develop temperatiires greater^ tlian iOi°F 
should be excused from child care as quickly as possible. Sick 
leavi policy should be as liberal as possible to prevent persdn- 
hel from e:q)Osing children to 'nfection. 

5.7 JB Exclv 'M Policy 

There are very few illnesses for which children heed to be 
excluded from day care. Tlie center should identi^r, in its 
v/ritten poiic3^ those diseases which require exclusion until 
the contagious stage is past. To facilitate decisions by both 
parents snd staff, the policy should specify certain symptoms 
that make keeping a cKld away from the center advisable, 
Dianrhea, vomiting, specific types of rashes, and fever should 
be mentioned as well as such signs of illness as pallor, irrita- 
bilitj^ and excessive sleepiness. The specific, list will depend 
on state laws, local public health recbmmendatibhs, and sug- 
gestions made by the medical consultant for the day care 
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program.'*'®'® Programs which have staffing facilities to care 
for ^ mildly ill children wiU be able to have more liberal 
policies than those wth limited stoffi^ and little j^ace for 
ill children to receive ihe extra rest and supervision they 
require. 

Deciding how to mee^ sjck ^dldren's needs and parents' 
needs for child care^ often difficult. Isolation and exclusion 
is hot necessary for many illnesses^ A balance must be struck 
between the hee& of the child md the other children in the 
group and an arrangement made that does not strain the 
staffing resources of Ute day care program. 

5.7:C Programs for Sick Child Care 

There are a number of ways to provide care for sick pre- 
school children. All methods include adequate rest, appropri- 
ate diet, giving medications as ordered, and physical and 
emotional support. A child can be cared for at home by a 
parent whose employer allows time off for tfie purpose. How- 
ever, when care by the parent is not possible, a sick child 
may be acxdmmbdated in c variely of setting including: 

• A separate area in the classroom 

• A center shared by the day care center and the general 
community 

• A freestahdihg center open to the public 

• The child's bwn faniily day care home 

• A freestanding family day care home serving only sick chil- 
dren 

• A "satellite" home linked to a day care center or an agency 

• The child's own home under suT><»rvisi6h of ah adtdt known 
to the pareht(s)i ah emplov;;, - jiver, or a trained person 
frbm a home her^tU r^*^c:icy Oj. .^ospited. 

5.7.B Biseose Control 

The spread of disease is prevented or minimized through 
precautionary measures that ought to be routine in day care 
programs. A detailed account of pn)cedures used in managing 
specific diseases cannot be given here; the reader should con- 
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Bult the Report of th^ Commi^^^ on Infection Diseases of the 
Ameriran Academy of Pediatrics for this kind of informa- 
tion.^ Additional protocols for management of particular dis- 
eases can be fbund in references 4, 5, and S. 

The general recommendations that follow, Intended for day 
care centera, are basic to good practice in minimizing the 
spread of specific types of infections within day care 
programs.'^ 

1. Infections spread by the femUoml route 

a. Enteric infections 

The most common enteric infections encoimtered in the 
day care setting are hepatitis A, giai*diasis, salmonellosis, 
and shigellosis. 

Inlants and children not yi^t toilet-trained arp at the 
greatest rju; of acquiring and transmitting these and 
other enteric infections spread by the fecal-oral route. Be- 
cause of their young age and lack of previous exposure, 
they tend to be highly susc€^>tible to the agents that cause 
th'im. Infante and young children mouth objects, wipe 
their noses with their hands, put hands in their diapers, 
and in their own and other children*^ mouths. 
_ S^v®? ^ iniiints such as teething rings smd 

pacifiera should be uB3d or^^^^^ child. They should 

be sanitized if droppsd or otherwise contaminated. Com- 
by older children should also be sanitized 
if contaminated or visibly soiled. 

_ J^_^_™P®T^^i^® those caring for children in diapers 
be aware of the risk of infection spreading to and from 
these cMldren and take recommended precautions. 

b. Pinwonns 

Pinwonns^ are common in older infants and young ch;!- 
dren. The infestation is usually harmless. Children with 
rectal itching and girls with vaginitis due to pinwonns 
should be treated. Although children who do not show 
sy^pto^i^s .ca? be examined and treated if infested, this 
is unnecessary and of little value, as parasites will inevi- 
tably be present in some children and not detected. Even 
if all children in the nursery are teeated simultaneously, 
the pinworrop wU be reintroduced. 

Iliere is no reason to isolate children with pinworms or 
to noti§r ffflmlies of "ex^^ as all children in group 
settings can be assumed to be exposed to pinworms. 

Careful attention to washing children's hands is the best 
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methba of preventing the gr^^av^ o** r 'r ^ i^rrrs and the 
reinfestation of the child ' ^ ?Vv i^i pinvt'Drnis. 
2. InfecHohs spread by the respi>?:lj ^ ^07m 

Diseases included in this cnb^vxy ii.' . pper and 
lower respiratory tract infections d;sf5 ^-i j^^ents and 
severe invasive ^seases^ due to bact ^iif such as 
Haemophilus ihfli^mde ts^e b, and J>fo7zrnc'>:.rK:(:Qs?. These 
infections, if present m day care progx^ar.M, can spread 
from asymptomatic^ csorieiB^nd fr^ i'lfiJ. ..il individuals 
who may or may not be symptomatic. Tuberculosis may 
spread 5om day care center personnel and other adults 
to children, but cInlSen with Juberctilosis art* not usually 
infectious because they do not produce infectious sputum. 
_ Isblatioh of cliilS'en vrtth active jespiratoiy infections 
has hot been shown to ^e helpfol in reducing the spread 
of airborne diseases in d^y cotb cei^rs. However, careful 
hand washing by chiltfren and COTeg^v^ after direct con- 
tact with secretions and contaminated tissues may help 
to reduce the spread. 
3. Ihfectibhs spread By direct cont^i 

a. XJoiyunctivitis 

^ This iiiflammation of &e coiyu^ is caused most 
commonly by a respiratory viral agent and sometimes Isy 
a bactenum, e.g., ff. zn^aeTZOTe. it is contagious during 
the active infection c-nd Js spread through the watery or 
yellow eye dischar^^ mid by respjratory secretions. As 
with respiratory illnesses^ careful hand washing by chil- 
dren and caregivers may help to^educe spread. Items like 
washcloths and towels, \^ch may be contaminated by 
these effluvia, should not be shared. 

b. ^kih and hair infections 

_ These include wapetigo^ scabies^ Uce, and ringworm. 
These infections are spread by pex^on-to-penson contact 
and by contact with contaminated objects such as combs, 
brushes, and towels. Basic hygienic measures, including 
avoidance of cdDomuhity towels, brushes, and combs, are 
important in reducing the spread of these infections in 
day care centers. Infected children should be appropriately 
ideated. Exclusion of untreated children from tlie center 
should be considered. 
4. Diseases ^read through urine, blood, saliva, and other 
bodily fluids 

This group includes such illnesses as herpes simplex 
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types 1 and 2, hepatitis <grtbmegalo\arus_(C^^^ and 
acquired iminuvii; deficiency syndrome (AIDS). Herpes 
simplex type 1 virixs is cbmindnly shed in saliva by chil- 
dren with tLie diffuse lesions of acute herpetic gingivo- 
stomatitis^ by those with more localized fever bUsters, and, 
for varioiis periods, by asymptomatic children. Clurdren 
with acute ? ' :petic gingivb-stomatitis are usually tod ill 
to attend day care. _Toys_ and items handled by children 
with feveiL blisters should be cleaned with the sanitizing 
solution. Caregivers handling these children do need to 
be careful about hand_ washing. Children with congenital 
herpes siraplex type 2 may bccasidnally shed the virus 
when having recurrences df blisters. If these lesions are 
covered and caregivers are carefiil about hand washing 
after touching them, spread within the center should be 
prevented. Unlike h^atitis Ay hepatitis B has ndt yet 
been shown to spread in day care centers. Hdweverj if a 
child who is a known h^atitis B carrier has an accident 
involving the spillage df bldddt the bipod shdUld be cfire- 
fully cleaned up with disinfectant sdlution. In addition, 
hepatitis B earners should ndt share toothbrushes with 
other children (ndr for that matter shdtlld any children). 
The risk iii contacts is pninarily dne df acquiring infection 
from blddd^ and prdcedures tx) avdid containinatidn by 
blood frdin patients whd are kndwn type B carriers shduld 
be sufficient. 

Children with cdngenital CMV infections may excrete 
virus in urine and saliva for long periods of tiiiic. Howeyer, 
ndnhal asymptomatic children also ifrequently shed CMV 
in urine and saliva, Excretidii of the virus by individuals 
bdtii in d^ care centers and the general cdmniunily is 
widespread. The cdncern has been exoressed tl:al pregnant 
women might acquire CMV frdin wdrting in day care cen- 
ters, thereby damaging their unborn children Certainly, 
women of ohild-bearing age should be edvised of this pos- 
sibility. However^ the risk cannot bo avoided by exohyding 
children with cdngenital C5IV iiifectidhs, since the exc^e- 
tidn of the virus is widespread even in asytnptdriititic chil- 
dren. The emphasis instead shduld be on the impotian^e 
of carefiil haiid washing folldwing cdntaminatidn with 
urine and saliva.® 
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I^'^re is an ever-increasing amount of information avail- 
able on which to base recommendations concerning the 
risfa posed by children with AIDS attending day care 
centers, it is anticipated that both the Committee on Infec- 
tious DisejKes of the American Academy of Pediatrics, 
rad^e Centera for Disease Cdntrdl will continue to make 
statemente concerning their management. For the present 
it is advisable to follow the recbmmehdatibns in the Eepori 
of if^ jOommittee on Infeciious Diseases of the American 
Academy of Pediatrics, Twentieth Edition, 
5. Jhfictiom dhiex^ies preventabte by vaccinatum 

Diphtheria, pertussis, tetanus, pdho, measles, rubella, 
and mraips may be prevented by r^-r.?Tihg immunization 
of ail chiicten attending day c^ -. ! - tunization records 
should be kept on file and periof?i^ y . viewed to as&ofe 
that the required immunizations ' . -^^ •;idldren are up-to- 
date. 

A new vaccine against H. influeyu^ae type b has become 
available mid should be given to children 2_tb 5 years of 
age in day care centers^ (see Appendix y.3JI. Varicella 
(chicken pox) vaocine will become available in the near 
future. D^etailed recotomendations cbhcerhihg Haemo- 
philus bpolysacchBTide vaccine (HBPV) can be found in 
the Report ofihejOommittee on Infectious Diseases 6f_the 
American Academy of Pediatrics, Twentieth Edition. Eee- 
ommehdations on varicella vaccine will be issued when 
the vaccine becomes available. 



5. 7. E Mamgeme/it of an Outbreak 

When an infection spreads rapidly^ through a day care 
center despite routine precautions taken to pre vent contagioiij 
there should b e_ a plan of action to manage the outbreak. 
The plan should be based on the cotc center as an entity, 
its designers having considered the interaction of all the in- 
dividuals at the facility (adults sffi well as children) and the 
points at which communication of the etiologic agent can be 
most effectively interrupted^ Outside soiu-ces should be con- 
tacted promptly for professionai guidance in current measures 
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of conSol. Medical advice and service will be necessary for 
the institution of appropriate therapy and possibly ^or diag- 
nostic tests to confirm infection or to discover it in 
asjnaiptomatic individuals. 

if conteimnent of the outb^^ physical condition 

of the child) requires^ exclusion from the day care program, 
^]^™^J^® arrangements should be implemented in ac- 
cordance with exclusion policies already established (see sec- 
tion 5.7.B). it must be emphasized that decisions concerning 
exclraion^ alternate csxef and readmission will be easier t;:; 
make if plans are in place when the need for them ariseE. 
it is helpful, also, if th^ has gathered Iiifor- 

mation in adyaiwe concern to cover or assist with 

pEQmient for diagnosis, to^ care. Plans 

specify services that parents (or the day care center) 
cannot ^ord £ffe not practical. 

__?^^^^??y_°?P^?9^?^^'9'^5^ measures necessary to maintain 
the health of cWldrfm in gro^ may seem overwhelming 
to day care admnistratora or staff members who have asked 
advice of the health consultant in designing their program. 
The cbnsultfimt mtBt be mv^a that in many instances his or 
her work is not complete >^en all the rules have been 'lid 
out; to be effective, the health professional has to convince 
care providers that health mainteimnce procedures are indeed 
practical^ that once m place they become second nature to a 
well-trained staff, and that, above all, they are very, very 
important. 
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Cfiapter 6 



PREVENTION, CONTROL, AND 
MANAGEMENT OF INJURIES IN DAY CARE 



6.^ Introduction 



Injuries do not just happen; tfie majority are predictable 
and preventable. Because child care settings share some at-' 
tributes of home and school environments, mans of the injury 
control measures which are eETective in luj^mes schools 
are directly applicable to child c ?t3 facilities, /nfbnnation 
about hazards which are a signify ' '^ause >f ::i^ury to chil- 
dren in the^eheral population it ; ible from the N^ional 
Electrbmc Jiyuiy Siirveiliance Systems (NEISS) of the U.S. 
Cbhsumer Product Safety Gommission (USePSe).jSffiiSS col- 
lects uqury data from a statistically representative sample 
of U.S. hospital emergency rooms. The data are remked by 
the product involved in the injury and by the frequency and 
severity of Jnju^ Studies of iiyuiy-related factors conducted 
by the USCPSC suggest procedures that are likely to reduce 
inguries. Those .measures are generally useftil in preventing 
injuries caused by a faulty product or part of the environment 
within day care facilities. 

Unfortimately, there are no national data oh the incidence 
of iiqury in day care programs specifically, although the Na- 
tion^ Safety Council dbei collect jsucli data for schools. 0ne 
studj^ of insurance claims from child jsare programs suggested 
sbxxxe special consideratibhs whicli deserve emphasis for in- 
jury control in the child care setting.^ Ti' ^s study found that 
nearly two thirds of ixyuries which were severe enough to 
require medical attehtibh jiccurred on the pilayground. Play- 
grbuhd equipment^ especially climbers and to a lesser extent, 
swings^ were most cbmmbhly Associated with the most severe 
iiyuries. Hand tc^^s, blbiks, doors, and indoor floor surfaces 
also ranked high bn the list of products which were associated 
with more frequent and more severe injuries. Because of 
these associations, specific recommendations about ii^iuiy C' 
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trol related to these parts of a child care facility are made 
in this chapter. For additional ihformatibh on iiguiy control, 
consult the Academy's handbook on_rr^ury Control for ChiU 
dren arid Youth/ or contact the USCPSC and the National 
Safety Cdundl (see Appendix 

Ixytiry control requires cbnsideratibh of the physical plant 
(facility and equipment) as well as prbgram policies and pro- 
cedures which govern human action in the child care environ- 
ment. One procedure helpful in idehtigring hazards in the 
physical plant is the use of routine periodic safety inspections. 
Parents, staffs and children can share in this activity. A 
checklist keyed to each part of a center's facility will remind 
the inspectors to check potential causes of trouble. A "safely 
walk" using such a checklist is an educatibnai e^erience for 
all participants. By rotating the respbhsibiliiy for safety surr 
veys among the personnel^ hazai'ds invisible to one pair of 
eyes will be discovered by another and eyeiybne's awareness 
of safety and envirbnrnental quality will be heightened. A 
sample safety checklist can be found in Appendix VI.2, 

Hazard reduction need not be expensive or difficult. Sbme- 
times the provision of adequate storage, relbcatibn of a hand- 
rail, changing the placement bf furniture, or cbyerihg sharp 
edges is all that is required to reduce the risk of iiyuiy. 
Institution of simply? safety measures in the child care center 
has the added benefit of showing ways tb make hbme ehvirbn- 
ments isafe for children. 



6.2 Ehvirbhmehtal Safety 

6.2.A Prevention of Injury in Active Play 

Playgrbunds are used by children tb release pent-np energy 
and l:^ caregivers tb find relief from confinement. Tempering 
these pleasant assbciatibhs is the fact that gross motor play 
areas, especially playgrbunds, are the sites of greatest risk 
bf iiyuiy in child care. Playground equipment is ranked high 
oh the U.S. Consumer Product Safety eommission's list of 
the top ten prbducts associated viifh significant injury in the 
pediatric age grbup, 
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The Commission's studies have found that over 70% of the 
iiyuries on play equipment are the result of falls.^ Iiyurles 
occur because of pushing, sho ving, dare-de\il behavior, inat- 
tention^ imanticipated use of equipment, crowding, a ad simul- 
taneous ufje of equipment by children of different ages. Poor 
play area design, resulting in lack of control of traffic flow 
arouncT equipment, also contributes to injuries. 

Many types of equipment used for gross motor play have 
elevated surfaces that lack adequate barriez^ to prevent falls. 
Workplace standards of the Occupational Safety and Health 
Administration (OSHA) require installation of a double guard 
rail to protect adult wqrkez? in areas raised four feet or more 
above the floor (about two tbirds of adult height).* Many 
strud^es for climbing used by preschool children are more 
than twice^ their height and yet lack guard rails. Based on 
USCPSC^ gmdelines, aU elevated surfaces which might be 
climbed and which are more than 30 inches above the under- 
lying surface should have protective barr?.era at least 38 
inches in height completely surrounding the elevated surface, 
except for entrance and exit openin^.^ Climbez^ and slides 
used by preschool aaid ypunger chil^^^ be limited to 

six feet at J;he highest point and protected at the entrance 
and exit to prevent fiedls. Metal clunbers and slide beds should 
be located away^om direct sun since they quickly overheat 
in sunny locations^ 

Since falls to a sirrface are a common source of ixyurjr, it 
is ajppropriate to look at^ ways to reduce the damage that 
they cause. A study reported in 1979 by the National Btireau 
of Standards® indicated that even low velocity falls onto as- 
phalt or concrete will produce concussions and other irguries. 
However^ results of impact testing indicated that surfaces 
composed of six inches or more of loose materials such as 
Pi^® J^^^.^^.s^^M^ji .^^^®?.?®®^ the impact-attenuation 
criterion recommended for drop-heights J)f up J^o ten feet. 
Tested unitary materials su^^ rubber mats and synthetic 

^^^_4°_^°L?i®j^^_ ^ri^^j^.^ J'^yp^A 

ateorbing capacity ofjoose materials deoreases with repeated 
impact because the materials consolidate, essentially reduc- 
ing the thic&iess. T^us, to maintain the cushioning effect of 
loose fill materials^ continuous c:ire is required. Using thicker 
layers than those tested reduces the need for firequent 
maintenance. 

m 
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No playground smfacing material is 
cohesive v/hen wet, therefore Jess cushioning; m freezing tern* 
peratufes, it ofTera ho cushioning protection at all. Both sand 
and builders' round stone (pea gravel) can be thrown into 
eyes; all loose fill materials hOTbor^d coMeal for^^ mate- 
rials such as insects, a^mtal excrement, broken glass, nails, 
and other injurious objects^ Pine heak mininuggets aad vari- 
ous mulch materials absorb naoisture^nd become compact, 
losing some of their cushioning^propeities^ Over tim they 
decompose, providing a medium for growth of molds and 
micn)drg£thisms. Like sand, they can freeze solid in cold 
weather. When wet, these materials tend to stam clothing. 
Shredded tire rubber and crushed stone (blue stone dust) 
have some advmtages over materisds which decompose but 
pose the same problem of concealing hazardous objects. Thus, 
loose fill materials must be hosed down for cleaning and 
require raking for rem val of hazardous obj^ects and leveling 
to maintain effective cushioning depth. Asphalt "nd cement 
are the worst surfaces to have under climbers; soil or grass 
are also poor surfaces compared to loose fill material. 

SSe OTeas for yo^ng chij^ on can be planned 

to provide heights by using mounds or hills rather than ele- 
vated pla^rms or bars over hard smf aces. Slides can be 
built into moimds to reduce the risk of falls. Equipment de- 
signed for older children can be removed from areas where 
younger chHdren usually play. Regardless of design, play 
equipment must be maintain in^good repair There should 
be ho pinch- or crush^points, no exposed screws and bolte, no 
sharp edges, no rings which permit head enfarapment, no 
hard, heavy swing seats, no open or "S" hooks, loose nuts, 
or splihtera. All steps and forjbot placement 

should be horizontal and at least 15 inches wide; hand grips 
should be no larger thm i .6 inchss in diameter to permit 
firm holding. Every climbing surface should include handrails 
or Jiand grips. 

Outdoor play areas should be fenced whenever possible be- 
cauae of the risk of mixing the activities of play with sSeet 
traffic,, thoughtless passers-by, and unrestrained pete. How- 
ever^ the view of all parts of the playground must not be 
obstructed. Even with fencing, maintenance wijl^e reqiSred 
to keep the play area free of broken glass, sta^mt watei^ 
animal excrement, holes, trash, and litter Shaded areas 
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should be provided, but care must be taken to avoid planting 
bushes, shrubs, or trees that produce toxic berries, leaves, or 
sterns^ All water-play areas should be fenced. Gates should 

be kept loclced^ 

Gther playground measures will also reduce risk of icjuiy: 
'lliere_should be j:lem:ly markej danger zones to prevent chil- 
dren from walking into tiie pa& of 8\dng seate^ or exits fr^^ 
slides^ Chil^en should be segregate^ by deyelopmentel stage 
for^lay on gi^oss motor ^pa^^tus to prevent younger children 
from being iiyured by imitating or encroaching on the^ore 
skilful play of older cMlSen^ Wherever possible, bsoriers 
can hevsed to pre vent collisions of pl^ypig^chikfren^ Det^led 
teclmical guidelines^governing construction, locSio^n, 
stallation ^f gross motor play- equipment and surfacing are 
available from the USGPSa^-^ 

some degree of risk taking is ai^impqrtant ingredient of play: 
efiilfien have to learn how to pl^ safel}^ just as th^ 
vi^ho^upervise them have Jx) leEuti how to nrimmize potential 
mqmry. ^any^ child caxe plamieiB oyfrfook opportunities to 
myolve chij^en in jearning ab)ut srfe pl^^fliere ^e safety 
principles for chil^en to lean^fqr eac± J^e of equipn^ 
For example, for swiji^ rit in the center; never stsmd or 
&ieel; stop the swing before getting qflf;^^ 

^® ?®X®? P?^A _s??^_9^_ allow 

raother child to push yon; onejpersonjin the swing at a timej 
^^P^.^Y^'^i?^ f hquld not bo swung; swing-chairs must aiwa3r8 
be straight, never tMrtsted, etc. 

Not all iiy^ areas can be prevented, but 

monitoring of jiyury repoiis in this area, as in the rest of 
the facili^^an provide clues about possible corrective mea- 
SOTes. Superviaon should be planned by establishing a writ- 
ten schedule^ rad assigning m^ steff to areas of Ugh risk 
(e^g^, near climbing stnicttir^^ and swings). Making 

benches or other comfortable seats available near high-risk 
areas encourages adults to stay nearby. Active playtime is 
not adult break time. 



6.2.B Prevention ofliyuHes from Hazards in the Facility 
Safety surveillance and supervision of areas of high risk 
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are advisable everywhere in the facility. The safety of employ- 
ees vvlio work care facilities that are not directly 
government operated is protected under the Occupational 
Safety and Health Act, administered by the bccupatibrial 
Safety jmd Health Administration (OSHA) of the U.S. Depart- 
ment of Labors OSHA provides a free on-site cdnsultatidri 
service in every state. Consultants help identify hazardous 
conditions and surest corrective measures in a written re- 
port. The consultation is confidential, provided only on re- 
s_®P_^_^^ froj^ ^ inspection, and no citations are is- 
sued. By use of the service, hazards fbr both adults and chil- 
dren can be delected and corrected. (See Appendix VI.3 for 
OSHA Gonsultation Service Project Directory.) Other sdiirces 
of assistance for risk reduction are the fire department, local 
poison control centers, public health departments. Red dross 
^^AP^5^ _^ospitals, medical schools, insurance ajgencies^ and 
locayregional offices of the U.S. Department of Housing and 
Urban Development (HUD). Hazjards in day care facilities 
can be corrected to minimize accidents, including those that 
axe associated with fires. (Although some fire safety meastires 
for day care are mentioned below, an updated, comprehensive 
guidejine for day care centera, group homes, and family day 
care homes can be found in the Life Safety C3ode of the Na- 
tional Fire Protection Association.*^) Safety can be enhanced 
if the following precautions are taken: 

1. Staimays are known to be safer when they are well 
illuminated and equipped with handrails on the right 
side descending. Light switches should be accessible at 

^ a room in the facility. Becatlse stairways 
are likely places for injury, supervision of stairway tise 
should be planned as for the playground. CJhildren need 
to leani to ascend and descend staiiis carefully, holding 
onto the handrail. Adults who set good examples help. 

2. Stairways and stairwells should not be tised as storage 
areas. 

3. All exterior or interior doors that open onto a stairway 
should have a gate or landing. Doors need devices that 
prevent rapid closure, vision panels down to child levels 
safety glass or plexiglass panels, (with cpaque marks on 
large clear panels to make them visible)^ and beveled 
edges to prevent crushed fingers. All stairwells^ elevated 
walkways, elevated porches, and elevated play areas ac- 
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cessible^ children jhould have railings or adaptations 
to prevent Sdls. Opening^ Srom high places that are large 
enou^ to peimit 1^^^ body should be 

closed me^>ensively by vi^aving rope across the ^ace> 
using screw eyes at the edges opening. The netting 
achieved diould be closely woven to prevent head entrap- 



4. All windows above Jihe ground floor thnt are accessible 
to preschool chHiren shqu^^ be constructed, adjusted, or 
adapted with window^ stops, screens, or grills to limit 
their opeiAig to less than six inches, 

fi the event of a collision of sufficient iEbrce to break 
a g^ass pane, the victim is subject to uytiry which may 
be severe. Windows that are in the path of play shdtild 
be safety glazed, replaced by plexiglass, or protected from 
breafage by guards, SiU heights that are at least 12 
inches above tiie floor help prevent such collisions. 

5. Pioora should be made safe by removing trip hazards and 
by J)reatoig up long runways with furniture or equips 
ment to discourage running. Basements in old buildings 
may have floora w^th rough surfaces and deep pits. The 
hazard is increased by poor lighting. Thece areas should 
be fijled and leveled. Properly installed and paaded car- 
pet ^fferslhe best slip resist^ce and sound control for 
floormg in d^ care^ The grade and fabric content should 
be suited to frequent cleaning. Carpeting should not be 
TOed^ere contaDnLination by food, secretions, or excre- 
inent is^lftel3^ however, tn such areas, slip-resistaiit tile 
or slip-resistant coated nonporous floor materials should 
be used. 

6. £6ckable enclosures used by children should be designed 
to permit adults to enter in case of emergency. 

7. All haHvrays should b^^ for two adults. 

8. Exit routes should be unobstructed. Exit dodra should 
have a pjt^c bar and only one lock^ or latching device. 

9. All clear glass panels in traffic areas should be made of 
safety ^ass or its equivalent and marked to reduce the 
likelihood of^accidental impact, 

10. AH heatera, fiOTMe registe hot water pipes, tap water^ 
and o&er pources of heat accessible to children should 
not exceed ilGT at the point of access, to prevent burns. 
^^^PPJ?^_??5^^^^°^> snd partitions can be used to pre- 
vent contact witl&pin^, registers, and radiators. If poteh- 
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tially hazardous asbestos, is thought to be present in the 
insulation^ the site should be inspected by the local or 
state-designated agency. If present and in poor or only 
fair condition, it should be removed and other materials 
substituted. Theimoregulated mixing valves can be inex- 
pensively installed in tie hot water supply that leads to 
children's sinks when the main water heater cannot be 
turned down because of hot water requirements for dish- 
washing equipment. At least two feet, six inches of clear 
space should be allowed in front of all heating and air 
conditioning units.® 

11. Heating equipment should be enclosed in fire-resistant 
material installed and maintained consistent with the 
current standards of the National Fire Protection Associ- 
ationJ 

12. All equipment should be checked for conformity to recom- 
mended safety standards. Standards for infant furniture 
and playground equipment are available from USGPSG. 
Another helpflQ source is the American Society for Test- 
ing and Materials from which copies of specific standards 
may be ordered (ljc Appendix VI.l for addresses). 

a. There should be no loose or frayed electric wires in 
the facility. 

b. Electric equipment must not require the use of long 
extension cords or be situated hear water; overloading 
of sockets should be avoided. Nbhmetallic, tight-fittihg 
caps should be inserted into electric receptacles that 
are not in service in areas where young cliildren are 
in care. In new cbhstructibn, receptacles can be located 
above the reach of small children^ _ 

c. Free-standing space heaters should not be used: be- 
sides burns, they may cause air pollution resulting in 
respiratory disease. 

d. All fans should have covers or guards with openings 
ianaller than one half inch. 

e. Aerosol caiis should be inaccessible to cliildren and 
stored away from any heat source. 

13. There should be no poisdndus plants in a cliild care facil- 
ity or accessible to any area where children play. (See 
Appendix YI.4 for a list oiF pdisdhbus plants.) 

14. Since many day care prdgrams are located in older build- 
ings, the paint on walls and woodwork should be checked 
for lead content. Blistered or chipped old paint may be- 
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come paint diist on the floor and accessible to children 
who put nonecUbles in their mouths. This is particularly 
important for family day care homes in geographic areas 
known to have lead paint problems. 

15. Medications and cleaning sbltitipils should be kept in 
their original containers, with safety lock clbsuresl. Stor- 
age areas should be made inaccessible to children lo- 
using special latches or other safety 

16. Tbxic art materials should not be used. Craft objects 
which are small enough to lodge in ears or noses mtlst 
be available only where close supervision is possible. (See 
Appendix VI.5 for a Hst of unsa^^ 

17. Activities known to be associated with frequent iiguiy 
require close supervision. It is important that equipment 
and materials are used as intended. Since blocks are a 
problem when the children use them as harnmers and 
balls, staff membeiB should set strict rules about behavior 
and stay nearby to enforce them. Control of the number 
of children using potentially troublesome toys at aiiy time 
may also help. 

18. Tbys should be regularly inspected and maintained. Bro- 
ken toys should be placed out of service until fixed or 
discarded. Propellant toys are not isafe because of poten- 
tial eye iryuries and aspiration or ingestion of propelled 
objects. 

19. Styrofoarn cups and brittle plastic forks are choking 
hazards because small pieces may easily break off when 
these objects are chewed. 

20. Cooking utensils and equipment tised in educational ac- 
tivities should be carefully selected to avoid risk of injury 
to children. Eloctric frying pans are commonly used in 
day care for out-of-kitchen prefects. They are especially 
dangerous because they give no sign to show when they 
are hot. 

B.2.C Transportatioh Safety 

€.2.0.1 Passenger Safety 
Ifeough efforts initiated by the American Academy of 
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Pediatrics during the International Year of the Child, there 
are now laws in most states requiring that yeiy ydting chil- 
dren be transported in child safety seats. These laws vary 
from one state to another, coverihtj children of difierent ages^ 
affecting some or all drivers, and requiring restraints in dif- 
ferent seating positions. In some states^ regulations or laws 
specifically require that child care programs use child safety 
seats or seat belts when such devices are available in the 
vehicle. By 1981, the National Highway Traffic Safety Ad- 
ministration found that safety seat usage had increased to 
46.1% for children under five years of age.^ Unfortunately 
even though safety seat use has significantly increased^ 65% 
of the seats are being used incorrectly.^^ /niere is still much 
work to be done. Although the legal requirements only affect 
the ycungest chrldren, no child of any age (or adult for that 
matter) should be exposed to the risk of motor vehicle travel 
without the protection of a:i appropriate se^jt restraint. 

Child care personnel have thx-ee roles to play in reducing 
the toll taken by vehicular accidents, the number one killer 
of children: 

1. As advocates of safe transport of children by their parents 
and others 

2. As safe transporters of children 

3. As educators of young children about how to be safe riders 
Each of these roles provides an opportunity for integration 

of child passenger safety with other activities that are ac- 
cepted parts of the child care program. 

At the very least, child care personnel have a responsibility 
as informed child advocates to assure that parents transport 
their children safely on every ride. Since 198i, all child safety 
seats manufactured in the United States have had to meet 
the federal requirement that the seats stand up to crash 
forces if used according to the manufacturer's instructions. 
To be effective, the seat must not only be appropriate for the 
age and size of the child, but it must also be used correctly. 
Common errors in car seat use are: 1) failure to use a required 
hamessj 2) failure to secure the seat property with the car's 
lap belt; and 3) failure to use a properly mounted tether 
strap when one is required. Worat of all is allowing a child 
to ride unrestrained in a vehicle in which a child safety 
device^ is available. Detailed information on car seat.s and 
their proper use is available through the Every Ride A Safe 
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Ride Ptbgram of the American Academy of Pediatrics. Most 
state, chapters of the AAP have an Every Ride Coordinator. 
In addition, the hatibhal office of the AAP can provide child 
passenger safety iitfbrmatibh. 

Bbbster seats and shields are favored by day cafe adminis- 
trators because they are inexpensive, light-weight, adaptable 
to the widest range of child sizes (usually 20 to 55 or 60 
pounds)^ and take up the least amount of room in a vehicle. 
Mbst bbbster and tbddler seats increase the child's ability to 
see but the vehicle windows and are designed for use until 
the child grbws big ehbtigh to look but without the device. 
Children who can watch thrbugh the windows behave better 
while they ride, and that feet is a gbbd selling point for use 
bf_car seats to both parents and caregiver. 

For the child bver fotir years of age br weighing more than 
40 pburids, a regular seat belt can be used. There is no eyi- 
dehce that using ah adiilt shoulder harness for a child results 
in increased iigu^. As Ibhg as the strap does not actually 
cross the child's face and can be adjusted for coitifbrt over 
the heck, the shbulder pbrtibn of a belt should always be 
used. The safest place for ahybne to ride is in the rear seating 
pbsitibhj but seat belts or car safety seats should be used in 
all seating positions. Sbme states permit the use of lap belts 
fbr very ybuhg children; however, this measure is a com- 
prbirdse tb be tiseS only when a properly designed, correctly 
installed child safety seat is unavailable. Parents should be 
tbld repeatedly that it is alwayis better for children to ride 
restrained than Ibbse. 

Child care programs almost always involve transportation 
in sbme way. As a minimum, psurents bring children to and 
frbm the day care iFacility daily. This provides an ideal oppor- 
tunity to observe whether parents are using child safety seate 
or seat belts and whether they are using them coirectly. Part 
bf the brientatibn procedure fbr new families should include 
a review of transpurtation arrangemente and the provision 
of a checklist of safe ride pointeiTS. On the first day the 
children attend the jprogram, a staff member should be avail- 
able to check whether they are arriving and leaving safely 
restrained Somo partnts may require demonstrations and 
gentle instructibn to correct unsafe practices. 

Child care personnel are responsible for making sure that 
the drbp-bff and pick-up points are large enough and shel- 
tered frbm street traffic so that parents are protected as they 
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buckle and unbuckle their children and carry or walk them 
from the car to the program buildihg. Staff should routinely 
be^stationed in a location that permits thera to help during 
arrival and departure times; extra hands may be needed to 
take children out of their seat restraints, safely secure them, 
or escort them to aiid fh)m vehicles. 

When parents use car pools to move children between home 
and child care centers, there are special concerns. All the 
(frivers must be known to be respbhsible_and willing to assure 
that eve^ one regularly buckles up. There should be rules 
for c^ capacity, discipline, arid use of safety restraints. No 
car should ever carry more passengers than there are seat 
restoaints. The risk far exceeds the convenience.. There should 
be pojicies for dWver substitutidri. The procedures used for 
drop-off and pick-up must be clearly spelled out in advance 
and should provide for the iricreased time and supervision 
required to buckle arid unbuckle the number of children in- 
volved. All parents need adequate liability insurance cover- 
age and must agree to assuriie fespiorisibility for regular auto 
maintenance checks Ori tires, brakes, and steering systems. 

Some state laws or regulatibris provide additional incen- 
tives for compliance with trarispdrtatibn safety procedures. 
Some specify requiremerits for drivers. Check, to see what is 
required: Even if state law does riot cover all drivers or if 
day ceure regulations are not specific about it, all day care 
drivers should be required to have preser^ce training in 
routine safety and emergericy procedures. Remind drivers 
that failure to buckle up childreri poses an unacceptable risk 
and could expose the driver to beirig sued if a child is hurt. 
Plan driving routes to minimize backing up (to prevent back- 
ing over children who run behirid the car), ^nd to avoid 
hazardous turns and dangerous iritersectibris.. On eveiy trip,* 
enough time must be allowed iri the schedule to eliminate 
the pressure of loading, unloadirig, or driving when late. 

To make trips as safe as possible, parents or drivers they 
employ should: 

1. Pick up and discharge childreri drily at the curb. 

2. Have other parents put their dwri children .with their 
safety seat into the car arid buckle them up; let parents 
take the children out of the car dri the return home. 

3. Place all hard objects, such as lunch boxes or things for 
show and tell, on the floor. 

4. eiose and lock all car doors after checking that all fineei^ 
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and feet are inside. Auto dealers sell inexpensive safety 
locks that keep little hands firdin opening doors but are 
no barrier to an adult. 

5. Opeii passenger windows only a few inches. Turn oflF 
power window controls except at the driver^ location. 

6. Remind the children about the rules of behavidr before 
starting to drive. Point out interesting thinp the chil- 
dren can see to make the trip a positive e^erience and 
include them in pleasant a>nversation. Bored children 
are more likely to try to get out of their safety seats or 
make trouble for the other children. Plan simple games 
or sdngB for the trip such p ''Whd can find a stop sign? 
a red light? a green light? a truck? a blue car?" There 
are many sdnp like 'Tlie Wheels df the Bus Go Ttound" 
which help make the trip less tedious. Praise the children 
often for al^rdpidate behavior. 

7. Plan lTan8{K>ztatidn routes realistically td keep travel 
time ddwn to tiie tolerance df the riders. No child should 
have td be in the vehicle mdre than an hdUf. 

8. Find a safe place to pull over, if any c. aid or the group 
gets dUt df handj before trying to discipline anyone. Be 
firm> state the rules clearly, and praise gddd behavidr. If 
any child is a problem cdiisistently, exclude the child 
from grdup transport unless special arrangements are 
made. 

9. Identi^ children whdse special characteristics (behavidr, 
age, disability) require fecial arrangements and plan 
fdr them. 

lb. Be sure each vehicle is equipped with a fire extinguisher, 
first aid kit^ emergency identificatidn, and cdntact infdr- 
jnatidn for all children being transported. 
When transpbrtatibh is a service of the child care program, 
stafif members must observe the same safety rules as parents. 
Additionally, the program administratbrs must address issues 
related to liabiUty insurance^ trainings and certification of 
drivera, first aid supplies and. emergency equipment^ ready 
access ti) emergen<^ help and medical infonnatioh in_the 
event of an accLdeht, proper eqmpmeht and labeling of ve- 
hicles, and permission slips for whatever pjurpbse transpbrta- 
tibh is being used. Liar^ groups fixim a child care center can 
be accommodated in school buses. However^ the safety fea- 
tures of school buses are specifically designed for use by 
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school-aged children. Buses made after 1977 can Be equipped 
with seat belts for safe transport of young children. The cost 
for this type of installation ranges between $10 and $30 per 
belt. Vans often come equipped with lap belts which make 
it possible to use cTiild safety seats. If seats that require 
harnesses are used, the harness tethera must be propeSy 
installed. Vehicle^ cannot be used to transport more children 
than can be safely buckled up. 

. Teaching passenger safety to young children is important. 
Children must learn to ride only with dnvera they know and 
only buckled up. Children can learn how to buckle themselves 
into their safety seats vei^ early and to insist that not only 
they, but all the riders in the vehicle, are Buclded up. 

Safe polite riding can he taught with games, flannel boards, 
sbn^, stories, and all the other methods familiar to eariy 
childhood educatorB. A good example of suitable preschool 
UteratureJs the 1983 publicatiba "When 1 Ride in a Car" by 
Dorothy Chlad iChildren's Press, 1224 West Van Buren St^, 
Chicago, IL 60BQ7, $6.95L A curriculum package developed 
for the_Natibh£d Highway Safety Admimstratidh is quite use- 
ful; information, about other early childhood cumcular mate- 
rials is available through the National Association for the 
Education of Young Children (see Appendix VI.l for address). 
To make safety props for classroom play, visit a junk yard 
with a sturcfy pair of scissors and cut off seat belts to mount 
on classroom, chairs for safe '^pretend" rides. To obtain car 
safely seats for the classroom, seek dbhatibns fiom families 
whose children have butgrbwn them.. 

Sbme chil3 care centers have develbped car seat "Ibaher" 
prb^ams for pi^rehts. This is an undertaking that requires 
cbhsiderable effort, but is a valuable alteriiative tb bake sales 
for j)arent ihvolyemeht. Several bf the car seat manufacturers 
and many of the child passenger safety bfganizatibns will 
provide free instructions tb start up and rim a car seat loaner 
program. 



Pedestrian Safety 

Streets in the vicinity of child care facilities can be marked 
by "Children at Play" or similarly worded signs provided by 
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local police or highway department. Walking trips should 
be planned in advance to identify safe routes and to establish 
procedures to cross intersectibns safely. Reading: material on 
pedestrian safety that is suitable for young children is avail- 
able from local chapters of the American Automobile 
Association, 

6.2.D Swimming 

Swimimng activities are a worthwhile learning es$ene^^ 
for ydiing children but one that requires adequate staffing^ 
staff trainings and appropriate facilities. Fools should meet 
requirements for public bathing\ facilities. In most states 
these requirements should include training of supeirisdry 
stafi^ frequent in^ectidn df equijmentj and rdtltine checks 
dii the water quality by pddl staff and health inspectors. All 
bodies df water Ideated where children can have access td 
them shduld be restricted by encldsures with a Idcked gate. 
Pdrtable wading pddls are acceptable if dnly dne child Uses 
the pool and the pddl is emptied and cleaned aft^r each use. 
Even with filtfatidxi and chldiinatidn systems j a wading pool 
fLinctidns siinultanedtLsly as a cdminunal toilet and giaiit 
drinking clip for ydung children. Unless a pdrtable pool is 
used as aii dutdddr bathtub fdr one persdiij it provides a 
stiperidr meaiis df transmissidn of infectious diseases. 

Fdr swimming activities the ratid df staff members to chil- 
dren shduld be at least double that nditaany required fdr the 
age aiid grdUp size, and the staff shduld include individuals 
with cdmpetence, aiid preferably with certificatidii in ad- 
vanced water safety aiid cardidpuliiidiiaiy resuscitatioii 
techiiiques. All staff, ydlioiteers, aiid dther adults whd are 
cdUiited iii the adult-child ratid fdr swiiiiiiiing activities 
shduld have successftilly cdiiipleted basic water safety iiistruc- 
tidii firdiii a certified water safety iiistructor. 

6.2.E Guns 

^^^^^'^y ^^^o^s^^^^^.^ll pEdects in their 
environment. Guns are kept by adults for many reasons, in- 
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eluding recreational use and selPdefense. The risk of a gun 
accident involving a child must be weighed against the reason 
for the gun to be kept at all. Many fatalities have occurred 
because of children having ea^ access to a^un. Other secur- 
ity gystems such as alarms are far preferable. 

However^ day care prb^ams are located in homes and fii 
areas where adults may keep guns. If guns are permitted, 
strict rules are needed to prevent children ffbm geuning ac- 
cess to these weapons and the equipment associated with 
them. Such rtQes include: 

* No loaded gun should be permitted in a child care facility: 

* Store ammunition in a locked enclosure separate from the 
Ipcatidn of the gun,_ 

* Secure the gun with a trigger lock that can be removed 
only by using a special k^ or wrench. The wrench or key 
should be Ibck^ u? separately. 

* Remove the firing pin from souvenir guns. 



6.3 Emergency Preparedness 

6.3.A Disaster Planning 

Planning for evacuation^in &e event of fire, flood, tornado, 
sudden loss of heat oi^air conditioninj^ or other disaster is 
essential. Fife eme^ency pirns should include use of direct 
and dteriiative exit routes and practice of evacuation drills 
at different times of the da^ feciuding nap time. IDrills should 
be held at least once a month. An alteniative shelter should 
be_ arranged to which ffie ^jdren^n be taken and parents 
informed of it in advance^Dailyattendmce records and the 
information necesssuy to reach parents must be maintained 
in a portable fashion so that^ese files can be removed with 
the children and staff as a part of the evacuation procedure. 

Assighrdeht and instruction of stj© membera diould ensure 
safe evacuation of all the children to a prearranged location 
inside of outside ihe facility witt&^o minutes of an unan- 
nounced alafm. Ttie chain of commaid and duties of staff 
inembe]^ af e best worked out in advance so that it is clear 
who will verier that tiie evacuation is complete, who will 
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notify the rescue or fire authorities, who will contact the 
parents, and how the security of the facility will be handled. 

Fire extinguisheiis in working otder should be available 
and st^iff members should know how to use them. Fire alanns 
should be conspicuous and tmobstaiicted. Erder^^ 
must be functional and located so that exit routes are illumi- 
nated in an emergency. 

The standards of the National Fire Protection Assd^ 
Life Safety Code appropriate to the type of facility should be 
applied by a qualified building or fire inspector to assUre 
identification of correctable hazards. Injectors can be veiy 
helpful, not only in identifying problems, but in suggesting 
solutions and informing program adimnistxatdre resources 
to implement the solutions. Evaluation of heating systems^ 
electric wiring and a{^liances, and cooking equipment 
hazards requires technical competence that is often outside 
the province of child care personnel. 



6.3.B individual Emergencies 

No matter how safety conscious the staflF members and 
cl ildreri become^ spine ii^'uries will occur. Most will be minor, 
requiring simple first aid and_nb professional medical atten- 
tion. Because the principles of first aid are easily learned by 
caregivers and children^ these measures should be^ included 
in st^_ training and the child care currictQum. Extensive^ 
fonnal first aid training courses are not necessaiy^ since th^ 
often emphasize siiryiyal skills that exceed the requireinents 
of most day care settings. However^ the special fii^t aid ap- 
proaches that are a^rbpriate for children shbtild bel taught 
by a cbmpeterit health prbfessional. (See Appendix VI.6 for 
a s£anple set bf first aid instructibns for child care prbgram 
tise.) 

Staff members should be able to reach parents (br persbhs 
specified by the parents) at any time to repbrt an emergency. 
The child care center shbuld have bh file the names and 
tel^hbne ntimbers (at hbine and at work) bf individuals re- 
sponsible for each child. It is a gbbd idea for day care peraon- 
iiel to verify the emergency cbhtact person's availability and 
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willingness to serve by trying to call the telephone niunbers 
provided. Emergency iirformation should also include the 
name and telephone number of Hie child's usual source of 
health care. Because &ese fecte chmige from time to time^ 
it is important to update the records periodically, at least 
every six months, ^en an emerf^nQr occura, all of this 
information should be easily accessible. If trips away from 
the day care facility mre^t^en or transportation is provided^ 
emergency information must be with the adult who is respon- 
sible for the cliildren. 

Emergencies mre best ^ when there is a clear chain 

^^J^^'^^?^^??^?^^^ ni^t call for transport to a source of 
emergency me^^ notify the parents; 

someone must accompany the child; someone must attend to 
the needs of tiie otiier children in the group who witnessed 
the child's iiyury. llbe caregiver or designated adult who is 
re^onsible for Jfee cWld must be able to stay with the child 
until the parente arrive to take over. Parents cannot give 
informed coment in advance fbr medical care in emergency 
situatioira bec^e &e jiature of the medicsQ care that might 
be required is not faowa. A^^^ many doctors and hb^i- 
tals provide caore without parents consent, they are not pro- 
tected legally unless ihe situation is life-threatening. Parents 
shoiild be infbraed when the child is enrolled that their 
whereabouts mrat be known at all times. 

The prevention^^ management of injuries in 

day care is based on carefiU planning and cortinual updating 
of procedmres^md contact information. When an accident hap- 
pens, often much cm be learned about preventiJn from the 
way in ^i<S the accident occun ed and the way it is handled, 
Iiqury reports should be filed in a central location as well 
as in the child's record (see Appendix VI.7). Periodic review 
of the reports will reveal incidents that occur repeatedly and 
must be prevented by modification of the facility or proce- 
dures. Staff and parent responses to emergency situations 
should be reviewed to reveal deficiencies that require more 
training and infoimation to be eliminated. Expert help from 
the community may be necessary to assist with planning^ 
training, or correction of harardous situations. PhysicianSi 
nurses, public health authorities, and fire safety and civil 
defense personnel should be willing to act as consultants. 
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HEAhTH TRAINING FOR CHILD CARE 
STAFF 



7.1 Who Wt.fks In Ghild Care 

__?^5trucixn:^ who plan training cumcula ifor caregivers 
should be amure of the diversity dif individuals who work in 
child care programs. Child care staff persons originate from 
sources: some are graduates of two- or four-year colleges 
and Master's degree programs; others are paraprofessibnals 
who have ascended the child care career ladder through inser- 
Y^^® Undergradua courses designed to prepare 

college students for child care work are found in departments 
of early childhood education, home economics (or human ecbl- 
ogy)> psycholog]^ and social work. Paraprofessibnals partici- 
P^i5 J^?"*^®"jo^ ^^^i^i^S St community colleges, in couraes 
supervised by a national credentialing system called the 
^?Y®l°PJ?®^t Associate Consortium,^ in training pro- 
grams aarangedj^^empl^^ or ftmding agencies, and in 
individually designed activities at the child care center where 
the staff member is employed. 

Women constitute the m^ority of child caregivers^ although 
the nuEober of men in the field is slowly increasing.^^^ Most 
have some education beyond high school and almost all are 
grossly underpaid by any st^^ Despite their ediicatibn, 
training, and iNBsponsibin^^ child care workers are among 
the lowest wage earnera in the country with few^ if any^ 
fiSnge benefits.^^alaries, which are freq-iently below the pm- 
erty level, contribute to a high turnover of staff members 
and a decrease i^thejuality of care. It is not unusual to 
have half the stoff turn over every two yeara. Because new 
personnel are constantly being oriented and trained^ educa- 
tion of the staff in child care programs must be continuous. 
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7.2 Wants versus Needs for Training 

At present, in most child care training curricula t&ere is 
little, if any, teaching of health, safety, and hutntion. Al- 
though training for work with cliildren consistently em- 
phasizes the '*whble child," tlLese topics are largely ignored; 
there is no textbook or specific set of materials that treats 
health, safety^ and nutrition in day care adequately, and few 
curricula have established courses to prepare the student to 
deal with them. Instructors who want to incorporate child 
health issues into their training presehtation must gather 
iilatenals, extract relevant informatibn, and sjntithesize read- 
ings for the 8tudents._The iinmet need for information on 
these stll^'ects can be filled by pediatricians who participate 
in day care training courses given at selected day care sites, 
at a sponsoring agency cbnuduniiy room, and at a local com- 
munity college classroom. 

Workers in child care need to know how lb prbmbte health 
and safety in the child care setting— and hbw to do it with 
few financial resources and usually with ho health profession- 
als on the site. Child care stafif members havato know how 
to deal with common health prbbleins (fi-bm cliickeii pox to 
bruises), how to obtain health prbfessibnal sexvicea when they 
are needed, and hbw to maintain standards of health and 
safety which protect children jfrbrd iigury and iLlne^s. Job- 
related stress and the absence bf tangible^ rewards for good 
performance are challenging obstacles to the development of 
the expertise required of adults whb have sb much responsi- 
bility for care of ybting children. 

Often, child care workers want to focus on tyainihg in the 
areas that cause them anxiety> even thbugh they may need 
training in other areas as well. Adults whb cbme to wbrk in 
child care are generally eager to learn, althbugh they usually 
bring with them the mixture of old wives' tales and health 
beliefs they learned in their own childhbbd and fi"bm their 
life experience. They recognize that because parents look to 
them as child care experts, they must learn as much as they 
can to do their job well. Caregivers want informatibn abbut 
recognition and managerient bf inferf^ibus diseases; they alao 
need to know about m-cjastires which will help prevent such 
diseases firom bccumng in the first place. Caregivers show 

1J6 



ERIC 



Health Training for ehiid Care Staff 95 

great interest in ^effi^a^ng first aid, but they also need to 
learn how to recognize and reduce hazards which cause 
irtiuries. 

Many cEu-egivere Eff^^^^ by medical techniques. For 

example^ it is hot unconnnon for caregivers to want ixy lean 
cardiopulmonary resuscitation although they do not know 
how to handle lacerations properly; Child care staff members 
believe that ffiey nee^ a medical authority to specify the 
criteria used to determine when sick children should be 
excluded firom and readmitted to day care; they want to know 
what commercial product kills germs and how to use it on 
toys and surfaces; how to get information from doctors that 
is helpful in plaiming care for the child; how caregivers can 
stay welL These issues ore nnportant. ^me of them can be 
addre^ed by a member of die child care staff who has been 
trained by a medical expert; others should be explained by 
a health professional direct!^ Once the facts and the 
rationale governing good healtji practice have been made 
clear, the cliild care staff and the parents of children in the 
pro-am must evolve the policies appropriate to the specific 
chiLd care setting* 

The designer of a training pro^^ has to keep in mind 
the distihctibh between ffie trai^g that is wanted and the 
training that is needed. To capture the interest of caregivers, 
some of what is wanted must be addressed, but what is 
heeded must also be included. I^e program should be aimed 
at areas of concern 16 the tramees, v^ether the training is 
for students who_are not yet employed or for child care work- 
ers bh^the job. The scheduling of sessions is sdsp important. 
Cbtirses for employed caregivera in a college setting are best 
given in the evenings or oh weekehj^^ if the training is to 
take place during child care hours, the two-hour nap period 
in the early aflerhboh is usually used when substitute 
caregi vera can supei^ sleeping children. Some adminis- 
trators set aside certain, days annually in w¥ich the care 
program is clbsed for staff wbrkshbps and inservice training. 
Because of the burden that lack of day care services places 
dii working parents, the nap-time, evening, or weekend times 
are most cbmmbhly used. Use of these penbds represents an 
infiingemeht oh caregivera* precibus personal recovery time. 
The contributioh bf the participants in relinquishing their 
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time deserves reco^tion^ana tfiongfitful planning is obliga- 
tory to minimize the stress tfiey incur. 



7.3 Topics to Cover In training 



Altfiougfi some staff members^ especially in large day cafe 
centers, may be hired for specific duties and instructed in 
their peSbrmance only, it is usually desirable to design a 
training program that surveys the broad range of t<^ics fun- 
damental te expert day care service. The health professional 
who is called upon to contribute to the training program 
shoirfd be sure that the following health and safe^ tcqpics 
are included: 



Child health: 



Health assessment: 



Health records: 



Access to health care 
services: 



Belationship to learning 

Relationship to health in adulthood 

Description of routine methods 

What is usually found 

Scheduling hedth assessments 

Function of routine health care in 
tracking develc^)ment and preventing 
illness 

Screens^ to find specific health 
problems 

Early detection as an aid to prevention 
and treatment 

EyaluSion of Scaring, speech, vision, 
and dental problems 

Infomation to collect 

How to store it and how to use it 

Problems of access; confidentiality 

Transfer and disposal of records 

How to get health care in the 
community 
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Mental healtik 
services: 



Hedlih policies: 



Nutrition: 



Illness: 
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Where day care administratbra can 
find advice and service 

Using health consultants 

Working with health professionals as 
part of the child's health caro team 

Obtainih,? care: parent£d versus staff 
xhembe^' respdnsibilify 

When are they required? 

Observation to assess behavior and 
development 

How to locate and use mental health 
services 

Evaluaiibn of the health component 
of child care 

Setting and communicating standards 
for healchy behaviore 

Health education for children and 
parents 

Resources and personnel for health 
education 

"V^tten health piolicies and pjrocedures 
for all health-related aspects of the 
piogram 

Good nutrition fbr children at different 
developmental stages 

How to implement good hutritida in 
day care for infants, tbddle^> 
preschoolers, and school-aged (iiildren 

Food preparation; snack and meal 
service 

Nutrition problems 

Recognizing symptoms of acute illness 

Managing the sick child 
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Admii^stering merUcafioa 

When to call a bealth prb^ssibnal 

Caoing for •Tfhiidren vnib chronic 
iiir';3se8 

Tnfecttoh: Infectious diseases to which children 

are susc^tible 

Why ear ini actions are common in 
cMldren 

How infectious diseases are 
transmitted 

Cfaiid pare as a factor in t£.e risk of 
infection 

How to prevent and maJlage infectious 
diseases in the child care setting 
(immunizations^ sanitation) 

iVacticai procedures to solve problems 
in containing infection 

When and who to call to report an 
infectious disease problem 

Sottrces of information about 
infectious disease for program stafE 

Safety: Prevention of iigui^ through hazard 

detection and elimination 

Rrcmoting saffety without limiting joy 
or making a lot of extra work 

Recording and reporting injuries 

Ficsi aid 

Emergency preparedness; emergency 
contact and consent forms 

ifaxmgement for contacting parents 
in emergencies 

Disaster plans 



Children with 
dtsabitities: 
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risks: seeking help fircm 
commanity resources 

How to care for them 

How health professionals help 

S|:*ecial heeds of parents of children 
with disabilities 



Abmed and 
neglected children: 



Recogmzing abuse and neglect 

Reporting cases of abuse £vnd neglect 

EiEdirsg help aad handling feelings 

Dealing w*th families under stress 

_ Some materials and sources usefiil in developing training 
for child care workers are listed in Appendix VI.l. 



7.4 Methods of training 



Methods of txauiing vary from informal instruction by vis- 
iting experts to planned classroom sessions. One of the least 
ejq)ensive forms of staff training is the excTiainge that takes 
place between state licensing personnel and caregiver during 
the on-site visits that are a part of the licensing process. 
Under the watchftQ eye of an inspector, caregivera think 
about correct procedures and tiy to conform to the require- 
menls being used to measure their performance Veteran 
licensing ini^ectors and the monitbre sent by state and 
municipal agencies oSet comments and suggestions that are 
regarded by caregivers as helpful. In general, child care staff 
membere are eager to do the right thing when they know 
what the right thing is. 

Ite approach used in fdimal coursework is as important 
as the content. The first step in planhihg: a successful pro- 
gram is to assess the needs and wants of the group to be 
addressed. Needs may be detenniried by data gathered from 
^e students at the beginning of a course^ or, for staff mem- 
bera of a particular child care program^ by a review of licens- 



100 Health Traihind for efiiid Gare Staff 



ing data or^by an evaluation of cuixent practices in jise at 
the care center: lifbmation be gath^ ques- 
tionnaires and on-site observation routines that Jiaye been 
developed to assess tiie adequacy of the health component of 
chad care progimns.^ In many states^qbservers use checklists 
based on the requirements of licensing reg^atioiB. However^ 
these checklists are not an adequate test of what caregiver 
need to know beca.»jse the licensing regulations repre^ 
minimum compliance with protective requirements, not the 
full range of desirable practices. Fur&er ©^oration is neces- 
saiy. A questionnaire should outline the^ general issues rele- 
ysnt to ctdldren's health care and^M to 
rank their priorities among ^e topics. *I*he questionnaire 
should also provide soi opportunity to suggest additionsd 
topics of concern. Group discussion should focu^ 
and areas of uncertainty that the txamees^ want to dtec^^^ 

Using data ^thered from the assessment, the insfxuctor 
can refine the trsining plan. Although it m£^ be tedious to 
write out a detailed plan for each session, the quality of the 
gaining will be much improve^ by the discipline of such 
preparation. Lesson plans shnuld include objectives,^ 
to be covered, methods to be used, materials and eqtdpment 
required, the timing for each acttvity, and a plan for the 
evaluation of each activity; Evaluation plans should be J;ied 
to behavior^ ol^ectives wherever possible. (See Appendix 
VS.! for a Jraining^plan fonn.J 

On-the-job training is enh^ced when toainees have 
opportunity to^ teach the teclmiques that j&ey have just 
leimaed. Supervisors^ can be seked to provide jt scheduled 
opportunity for the student to '"teach back" the matericd cov- 
ered in a^ session tocoworkers did not attend. Teaclnng 
peers reinforces learning md Pj^Y^ctes m <g)pcrtmiity dis- 
cussions that result in practical suggestions^ fo^ 

An effective J^chnique for stffliing t^nm _i?_^ 
?sk the pssrtici^ and state their 

expectertions j)f the training e3g)enence. Hiis 'Svarm-up" time 

J????®^ ^®?_®^®^i^Jl®»_^^l?^?B fee imtoicto^ is usualty 
welcomed by child care pe^omrel. it is particularly helpful 
when a physicimi is willing to be called by her or his first 
name, l^e warm-up activity should be followed by a review 
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of the agenda for the training period so that students are 
clear about what is planned for them. 

leaching methods that are most likely to produce be- 
havioral changes are those that involve the student in some 
active \ray. For example, during discussions of playgrduhd 
safety, trainees can be asked to evaluate and suggest afford- 
able safety modifications for their own playgrbuhd or for a 
neighborhood, using iiifbraiatidh on hazards and safe play- 
ground design provided by the instructor. A demonstratibn 
of correct hand washing techni^^^^ is ah eSectiye training 
method, especially when it is fdllowed by student hand wash- 
ing before refreshments are served. There are topics, however, 
that do not lend themselves easily to hahds-bh learhihg 
techniques. To cover these, instructors bfteh resbrt to the 
lecture method. Although lectures are_ an efficient way to 
communicate facts, they are the least effective way to accbm- 
piish behavioral change. It is better to develop the material 
through group discussions which draw bn persbnal experi- 
ences of the trainees. Audiovisual aids (films, slides, hand- 
outs, demonstrations) should be liberally used, but they 
should be ^^aried and not prdlohged. (See Appendix Vn.2 for 
Medical Tferms handout.) Pacing of the training to limit pas- 
sive activities to no more than 30 minutes at a time is a 
good idea. 



7.5 Physical Ehvirbhmeht for Training 

^^A^^'^S in which the training is conducted is important 
to the outcome. The students' attention and irivdlvement are 
enhanced by haying seats arranged in a semicircle with as 
few additional rows of chairs as possible. Wliere available, 
tables help to keep handouts in view and prgyide a surface 
to jea^n on. A horseshoe-shaped arrangement of tables is most 
desirable^ The ideal group size is between ten and 20 trainees. 
Fewer than ten may produce too little input for lively discus- 
sions. More than 20 makes individual participation difficult. 
Except vdien the group is so large that there is rip alternative, 
classroqra-s^le seating in rows should be avoided. Good light- 
V^Bi comfortable chaira, and comfortable rbbm temperature 
also help in effective training. 
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7.6 Health Professionals as Trainers 

Many health professionals can be health trainei^ for child 
care personnel, but some will be better than others. It takes 
a certain amotmt of showmanship to be an effective teacher 
Additionally, it helps if there is an opportunity for repeated 
contact between the trainer and the students. Learning tiien 
becomes continuous; students can keep up witli changing 
knowledge and deepen their understanding of health and 
safety issues. Because local providers of health care are more 
likely to be available for continuing contact, they are a poten- 
tial source of good trainers. 

Ftew day care programs can afford to pay much if anything 
for the training iflieir staff memlsers nee± 
depend upon health department nuiises oi^pediatricians who 
care fbr some of the children in the program as sources of 
donated or low-cost training. However, day care persqmiel 
pay richly in gratitude for any health professional input. 
Whether practitioners are paid or contribute their time to 
provide training to child care staff, th^eir rewOTd cqraes from 
the knowledge that many children are likely to benefit from 
the information they impart. 
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Chapter 8 



THE HEALTH PROFESSIpNAb AS A_ 
HEALTH eONSULTANT TO DAY GARE 
PROGRAMS 

8.1 Introduction 



Health professionals may play many roles in community 
child care and day care. In practice, as child or fkmily health 
cphsultants^ th^ may counsel parenta about educationsd cmd 
child care arrangements and about behavior and manage- 
ment of children in the home and out of it. They may resolve 
problems directly brxecbmmend specific iesources from ^;\^ich 
help can be sought. They may teach cliild development, ^ild 
care, and child rearing. Health professionals may also woxk 
or lobby for improved child care andjlay care facilities nation- 
ally or in their IbccQ communities. In addition, they may be 
asked to act as consultants t6_ family day care providers, 
center stajBT^ or agencies^ Some of these roles may be unfamil- 
iar ones for health professionals trained to woflc wiifi indi- 
vidual patients and families. 

8.2 Cbuhsellhg Roles 

Health professionals may be asked for advice or informa- 
tion on a particular issue, for help with an individual child^ 
or for broad guidance iii making a day care center an optimal 
environment for the healthy development of children^ In a 
program already in operation, the health prbfessibhal may 
find himself or herself the sole source of advice or bne bf a 
number of consultants providing help. The consultant may 
be asked to speak with caregivers about the physical br_men- 
tal health of a child or to talk with the child's parents. There 
may be a need for group discussions with parents or staff 
members about issues of general interest. Administrators 
might want the health professional's assistance in revamping 
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health maintenance procectures, inq)lementing a plan already 
in hand, of training staff memheiB fe^onsihle for executing 
one. A health pf ofe^onS whose child is injffie pro^^ may 
be asked to involve himself or hereetf artr^eiy as a parent^ 
Health professionals are also csdled upon as consultants 
when a care program is in the planning stage. & tMa case, 
there is ah opportunity to mstitiSe good healtib practices 
Scorn the beginhihg and often to see that Hie pl^sical facilities 
are modified to support them. Ite healtit profession^ may 
be the best pefsbh to plead the case of tiie d^ care center 
before community agencies whose cooperation is needed. 



8.3 The Health Compoheht arid the Health ebhsultaht 

Almost everything that goes OE^^ center and 
almost everything about the center itself rffecte &e health 
of the children it serves. The health comultsotrt has to define 
the aspects of care, aSivi^ pl^sica^ maintenance, and ad- 
ministration thatj'elate to the prevention of illness and in- 
jury^ the management of Bqffi, md &e e^racem^^^ 
cTiild's devSopmeht, treating these a® &e '^eal& component" 
of jthe program that is his or her pro^sonce^ 

Each Jhealth professibhcd will subdivide ^e faecdtfa compo- 
nentiiiSerehtly, but every consultant's list should cover: 

1. Healtii services— screening, medical evEtluation, and 
treatment 

2. Special services for children wthjtoabiSties ctooruc 
illnesses and for abused or neglected children 

3. Dental hygiene 

4. Health records for children, staff, and volunteers 

5. Health and rnehtal heal& education for staff, parents, 
and children 

6. Staff health and ment^ he^ffi 

7. First aid 

8. Evacuation, emergency, and disaster plans 

9. Environmental quality and safety, including vram^orta- 
tlbh and playground safety 

ID. Nutrition 

11. Health poheies and procedures 

12. Linkage with cornmunity resources for faeal& care 
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FfeWj if any^ health professionals are experts in all the 
areas that comprise the health cdmpdnent of child care. As 
a rule, a practitioner who is consulted should give advice 
about the things that he or she is qualified by training and 
es^erience to judge, calling on other commun 
for counsel when the need arises. (I^e Appendix VI.l for a 
list of t^iSical cpinmunily resources to which health consul- 
tants can go for information^ and Appendix Vm for additional 
reading on the general aspects of day care.) 



8.4 Acting as a Health Consultant: Preliminary Steps 

The first step in the consultative process should be the 
matching of the priorities of the consultant and the peiBohhel 
at the child care facility. An efiective consultant listens care- 
fully to what is said about the needs of the program but also 
looks for themes underiyint: the cbnsultatibii request. Is there 
some problem that is not being verbalized, and is there a 
**hidden agenda"? An understanding of che pTiilbsbphy of the 
progfam* its staffs and the roles and relatibhsh^s of its per- 
sdimel is essential for successflQ cbnsiiltation. The planning 
and implementatibn of good health and safety practices re- 
quires close cdoperatibn and mutual undeiBtaridiiig between 
the director and staff bf the child care facility and the health 
consultant. In additibn^ the cbnsultant should be cognizant 
of the lifestyles of the families served, the pai^ent-child re- 
lationships within these families, and the relationships be- 
tween the families and the personnel at the care center. 

The consultant should determine, at the butset, what the 
directors of the core center hope to achieve. Unrealistic expec- 
tations can dbbm a cpnsultatibn to failure. Are the Issues or 
problems specific or is the consultation meant to_ effect gen- 
eral improvement? The health prbfesaibnal should fini but 
who will be the "contact persbn" from tiie center with whbm 
he or she will work, whether this individual is responsible 
for the health cbmponent bf tiie program, and whether any 
other health specialists are already involved. If the consul- 
tant's services are to be paid, the financial arrangements 
should be settled. Finally^ the health professibnal and the 
contact person shbuld work but a mutually satisfactoiy plan 
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of action, deteiroine tfie form in which the consultant will 
convey recoimnendations, and decide who will be responsible 
for acting upon them. 

In initial meeting^ with the director or the staff member 
who is the jjontact person^ the consultant gath^^^^^^^ background 
information abou^t the program by asK questions about 
the services, the strff^and the p and children involved. 
Brochm-es or hradouts distributed by the center should be 
read and a review made of the e>asting health policies and 
programs. ^^e jJonsultmit ought to explore the relationship 
between the care center and the^ cominunity at large. 
_ Having ascerteined the nature of the care facility, the 
health profession^ ou^t then tojnv^^^ health care 

resources available^ to it in the communijy I3 there assistance 
that can be rendered by private physicians or other hea^^^ 
practitioners, or by public clmics^ health departments, com- 
munity health and niental health centera, or dental pro- 
grams? What about the efforts of ser^ce clubs and other 
public and voluhta^ groups? in making his or her recommen- 
datibna, the consultant should be aw£tre of community ser- 
vices already in place and _av6id suggesting dujplication. He 
or she ought also to become familiEcr with state mid local 
licensing requirements, especial^ in Jhejieas of hea^^^ mi- 
tritioh or feeding programs, sanitation, safet;^ and caregiving 
personnel. Requifements, in written fora, are available from 
state or county departments of healfe, social service, or 
education. 

At this point, the consultant is prepared to meet with in- 
dividuals and ^groups associated with the day care center to 
extend his or her investigation. S conversing with acteinis- 
tratbrs, directdra of trustees, steff peraons, or parents or rep- 
resentatives of the Parents' Bfoup (if there is one), the con- 
sultant should listen to their view of the facility's p&flosoph^ 
policies, and procedures^ always semitiye to the^ attitudes 
and aims of the speakers. Evaluating their contribution to 
the prbgf am and their skills, the consultant should find out 
how they, feel about the health issues, what they ^hink they 
need, and what they would like to have done. Search for any 
relationships, existing of potential, that individuals may have 
with membefs of the medical community like public health 
nurses, nurse pfactitionefs, of primity cSe physicians, is 
there a parent who is a health professional? 
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8.5 Planhing and Impiementation of a Health Program 



Ite success of any health program encbmpassihg preven- 
tive principles is contingent on the cbbperatibh of the_adiiiih- 
istratibn and the staff of the cliild cafe program. For this 
reason every effort sfioifld be made to plan inexpensive and 
easily implemented pfbcedufes. 0/ie person in the program 
must be desighdied as the individual responsible for the health 
progmrh. Altfibugfi this perabh may have other respon- 
sibilities in additibh to the s^ervision of the health compo- 
aeht, and othera may help implement health activities, ac- 
coxmtability for health matters must be clearly assigned to 
one staff member, _ _ _ _____ 

Definable health gbals, a methbd for evaluating health pol- 
icy in felatibn to the gbals, and_ methods for implemehtihg 
necesBary cTianges are essential. Ghild care programs provide 
an bppbrtunity for assurihg optimal health care for pEurticipat- 
ihg cliildfeh and their families. Improving health care begins 
witix the identification of existing prol)letns, and screening 
pf bceduf es_ can be used as a first step in. this process. The 
problems that screening doesn't catch are likely to appear to 
caregivers or parents observing the cliirdre_h in their ac- 
tivities. With this in mind, the consultant helping in the 
development of a health program should rdcbmrdend the 
following: __ 

1. Someone oh the staff of the child care program should 
assume responsibility, for the health program. 

2. Health screening and mahagement plans should be tai- 
lored, hot only to each child^ but to the children as a 
group with attention p.aid to sbcip-ecpiibmic status and 
ethnbcultural patterns. Any plan should either bring ser- 
vices jx> the children or the children to the services in a 
way fittings pfU'ehts' working hburs^ finances, and ability 
to cope with the local health care system, 

3. A plan for the training and involvement of staff members 
should be developed to assure their access to pertinent 
health informatibh. 

4. Parents should be involved in all decisions relating to the 
health o." the cTiildreh, whether in the area of program 
plaiming or prbblem-solving. 

5. Staff members shbuld periodically review the health 
program. 

130 
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For medical services for ffie children who do not have their 
own physician, a liaison with a private or public clime or 
health service group that h^ra qn-going screeriing and pre- 
ventive proj^am may be worth^^e. This liaison may pro- 
vide basic care for cTuldren unable to secure private care. 
For^ children, screening proce&res are not always avail- 
able in private offices, e.g., aucBometay, assessment of visual 
acuiiyi anemia screening and specific developmental testing. 
The consultant is in an excellent position to recdminend 
screening resources in the community as well as resources 
for follow-up and remediation if the families are unable to 
find aj^ropriate resources on their own. The constiltaht's 
knowlec^e of the! health care system and community re- 
sources will be of great value to cMld care administrators 
and staff members unfamfHar with the health scene. 



8.6 illnessi Emergeheles, and Safety 

The health consultent will become involved in the contro- 
versial issue of ^e handling of the child who is brought to 
day care with a minor illness or becomes ill during the day. 
Policies and procedures wi^^ vary fit^m facility to facility and 
community to conmiun ty^ depending on many factors includ- 
ing the p]^sicdfeciHv;ies, staff attitude^:, and capabilities. 
TOe support a^^lable iiw^ the medical o^mmunity makes a 
difierehce in jv^at can be done and so does the attitude, 
resources, rad a^ability of the jsarents. A number of day 
care centera have developed amative plans for coping with 
this prohlem, such as a cadre of parents or grandparents who 
a^ee to volunteer OT b^^^ the sick child in the 

child's oym home. Hnding alternate sources of child care for 
children excluded for longer term health reasons is another 
problem faced by mmy consultants. (See Programs for Sick 
Child Bare in ehapter V, Section 5.7.C.) 
_ The heaffi considtmt should assist the child^rare staff in 
1. Identi^ihg at lemtone member of the staff who is either 
knowledgeable, or willing to be extensively trained in firat 
aid pTOcedures. TWs could be the person who is responsible 
for the total hed& program or another member of ffie 
staff. All <hild care pereonnel jSiduld acquire a rudimen- 
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tary knowlodge of first aid and the treatment of minor 
injuries. 

2. Developing a written policy and standing ordere for han- 
dling minor icjiuies, illnesses, and special health proh- 
iems. Written policies relating to emergencies should deal 
with issues such as parental permission for emergency 
care, consent forms, Ixansportation, and available physi- 
cians, clinics, and hospitals. 

3. Planning for medical or nursing backup for child care 
personnel when problems arise. A community physician, 
clinic, or nui^e should be available for telephone consulta- 
tion at all times. In some communities, several centeiB 
join in finding one nuiBe or nurae practitioner. 

4. Establishing criter^^ exclusion of sick children and 
considering alternate child care options for children of 
working parente if exclusion is deemed necessary. Parents 
shqidd be informed of &es^^ to the enrollment 
of their dbild in the center or program. 

6. Developing policies and procedures for the admission and 
care of such iil children if it is legal in a particular state. 
Include the^location of appropriate space to assure the 
sick cWld comfort md^ pricey under supervision of an 
adequate number of trained staff members (including 
COTegivers whom the diil knows), &e establishment of 
standing orders relative^ ^ii® develop- 
ment of guidelines concerning parent and/or volunteer in- 
volvement^ 

P?Y?i^P?? ^^ J^^Pi ^^^^ 9^ children with 

disabilities into the day care program and guidelines for 
thejr special care. 

7. Defining &e roles of parents, staff, md adaniiiistrators in 
plamung and implementing health and safety policies and 



8. Establishing basic samteti^ standards for pro- 
viding safiB and^ iiA^^^__®?^y?^™i®^^ (higher than 
minimum Hceiising requirements) and ammging for 
evaluation and reevaluation to be sure these standards 
are met. 



8.7 Health Policies and Instfiietlbh for Staff Members 



_ Staff , members of a day care center assure the health of 
the children in ^^^^ maintain their own health 

by good practices feat serve as models for the children to 
cbj^, and they adfiere to procedures that limit the spread of 
infection and promote srfety. The health consultant should 
assist administrators bispelling out the policies and training 
agenda that make strff members effective health promoters. 

A statement should be devieloped covering the standard of 
persbnal healffi required of caregivera. It should specify the 
health screening to be used, schedule for physical examina- 
tions, and criteria for ^ckraiqn or niandatoiy remediation. 
There may be special arrangements for health consultation, 
and the policies for sick leave and maternity leave should 
be_dete_rmined. 

_ The health professional can describe the subject matter 
that ought tb be coaveyed to the staff in Gaining sessions 
(see chapter VHJ. Garegivers mrat have a clear idea of what 
to watch for jas sigM of heStii ^d illness and clues to abuse 
or neglect. Insti miction should make them confide^^ about 
responding to irgury, sudden illness> chronic health problems, 
and disabilities They shoidd know w^en to call for outside 
help. A well-planned trauning course embracing this material 
can prepare staff members to act as amdliary health 
educators for the cbildren and their parents. 



8.8 Advising Staff Members Caring for Very Young 
Qhildreh 



1^ addition to assisting the child care staff in programs 
offering cariB for older children, the health consultant to facil- 
ities providing child care to infants and toddlers should assist 
the child care staff in 
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1. Developing written policies and pn>cedures for infant 
safely, the care of diapers and designation of separate 
diaper change areas^ type and method of feeding, clothing 
changeSi hand washingi type of bed or crib, care of linen, 
and the cleaning of chairs^ tables, toys, utensils, and cribs. 

2. Establishing a plan for daily health at^raisal of the in* 
fants the staff. 

3. Arranging for firequent or constant on-site health guidance 
fi^dm a registei^ nurse or perhaps a iicensed practical 
hmse on the child care stafiF or by special arrangement 
with a visiting iiurse or with a health facility. 



8.9 Mental Health Consultation 

Many health professionals do not feel prepared to serve as 
mental health cdnstiltants and would be more comfortable 
calling in sdmeoiie with ^>ecial mental health expertise when 
this kind of advice is needed. The following are potential 
sources of mental health sU{q>ort for the consultant and for 
the program: 

1» PriyatSB communis resdiirces 

a. Pediatricians, &mily physicians, and nurae practition- 
ers with ^Nscial interest and training in child develop- 
ment and faimly counseling 

b. Child psydiiatrLlts and child psychologists 

c. Spci^ workers and ^mily counseloiB 

2. Mental health services^ child guidance clinics and fkmily 
service agencies 

3. Child p^chiatry anc^ pediatric divisions of medical centers 
and children's ho^itals 

4. Religious oiganizatidiis and community service clubs 

5. Public school depariments 

6. CJolleges and univeroities 

a. Early childhood education and child development pro- 
grams 

b. P^choldgy^ education, guidance and counseling, and 
social work departments 
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8.10 Health Education 

A child care setting offeis almost liinitless oppbittmities 
for health education. After consulting with the staff and the 
administratibh, a healtit professional can make specific fee- 
dmmendatidns for health educatioh curriciila for children, 
staffs Md parents. Topics to include are cTiild development, 
pai'ent-cluld relationships^ helia^ management and disci* 
pline, nutiitibn, dental heiOth^pli^ fitness, safety, special 
needs of the child with disabilities, and disease pfevehtioh. 
The consultant can make specific feconuTLehdatiohs to the 
director or to whomever is designated as the health person 
or health advocate within the facility or program. By calling 
upon cpmmuiiity agencies for guest ^pe^iers, handouts, and 
ideas for activities^ the person in cliarge can design a rich 
and creative program. 

8.11 Summary 

Tile health consultant to a child care prograra should talk 
with everyone involved with the facili^ but must have a 
link to the administrative autiiority so that his or her fecom- 
mendations can be implemented. This should .be maide deaf 
at the beginning so that the consultant's eSbfts^m^ beaf 
fruit. In this kind of <»nstiltatibn, the ability to listen and 
offer advice on ihe tc^ics the heidth consultant deems impof- 
tant as well as those the care providers specify will determine 
success or failure. 

The consultant who prepares lumself Dr herself for the task 
will also be most effective. A good cbnstUtaht, whethef coming 
in for a single visit or several, will read any written matefial 
supplied by the care center and will give some thought to 
the community it sefyes, to state and county licensing fe- 
quirements, and to the health resources available in the 
communis. 

The effective cbnsuiiant will iflsb aisk to meet with staff 
members and representative pSents rathef than just an ad- 
ministrator br the director. Policy setting and decision- 
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making in concert with staff members aiid parents have the 
best chance of success. In addition^ parent involvement 
minimizes the possibility of insensitivity^ or even worse, 
abuse on the part of the program administrators aiid staff 
liieiiibers. 

Tlirdughdut this chapter the iiiipbiiance of diie staff iiieiii- 
bei* serviiig as health cbdrdiiiatdf or health advocate has beeii 
emphasized. Care ceiiters that caii afford a part-tiiiie or fiill- 
tiine health pipfessidiial to take this re^pdiisibilit^ have the 
best dppdrtuiiity to develop a strdiig health cdiiipdiient. 

lii the past, health prdfessidiials have iidt beeii trained to 
serve as cdiisultaiits to dther tliaii iiiedical prdgrams. Aware 
of the grdwiiig iitmlber df childreii whdse health is afiected 
by day care, iiiaiiy physiciaiis iii charge df pediatric traiiiiiig 
prdgraiiis are iiicdipdratiiig e:^erieiices that will prepare 
practitidiiers to adsdse caregivers. Iii spine parts df the cdiiii- 
tiy, Ideal pediatric cdiiiiiiittees aiid task forces are begitiilitlg 
to wdrk with child care aiid eairly childhddd educatidii drgaiii- 
zatidns siich as the Natidiial Assdciatidii fdi* the Educatidii 
of Ydting Children aiid its Ideal affiliates to pi^^vide the kiiid 
df health care that each child iieeds ^liid all childreii shduld 
eiydy. 
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Cfiapter 9 



DAY eARE REGyLATIONS, HEALTH 
POUeiES AND THEIR ADMSNiSTRATlON 



9.1 Ihtrddtietioh 

All peSatiicians volunteering to serve on a local health 
advisoiy coimcil or preparing to provide consultation ^X) a 
child care faci^^ to advise a family regarding the use^ of 
day care, or^to represent a medical association in advocating 
day care legislation, regulations, and Ucensing shoiild under- 
stand the organization of the day care system nationally and 
in their own state. Tney should recognize how th^ can con- 
tribute to raising ihe standards for child care through the 
role they are about to play. 

9.2 Status of bay Care Regulations 

At the present time there are no federal regulSions di- 
rected specifically to the general health of children in day 
care. Although federal regulations have been developed, tiiey 
were suspended in 1980. The decision to hold back^is related 
in part to the velue placed by the federal government on 
family privacy and parents* responsibility for cWld re^^^ 
The federal government dbeSi however, heavily subsidize^^ 
care for Ibw-income families and provide tax credits for iirid- 
dle- and upper-incbme working parents who use d^ COTe. 
Project Head Start is a federally subsidized comprehensive 
developnientfid service for preschool Lfiildren frjm 
families which has devel<q)ed and continues to provide pro- 
grt^in performance standards for each cMld's growth rad^^^ 
velbpment. These prfprmance standards axe available to any 
group providing preschool diild care progrMOLS.^ 

Licenoing is the responsibility of state government, ticens- 
ing reduces the chance of birm to children in o^of-home 
care. Legal enTorcement is a mechanism for correcting de- 
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ficiencies. The choice of agency to develop licensing standards 
imries from state to steite. In many states, the responsibilily 
^_^ls?®d to 1flie stated social service agen(^ or a ^)eci^ 
office for children. In other states, it rests with the Depart* 
ment of Health, lliere is great need to increase the specificily 
of day care regulations that pertain to the promotion of the 
health of children and staff membera and to the prevention 
md management of iiyury and illness. The mininial regtda- 
tiqns currently in effect in many states allow varied interpre- 
tations and great likelihood of poor health practices. Tliese 
m£^ result in dysfunctional social behaviors in the child, 
frequent minor and occasional severe isjuries, presence of 
preventable illness, and spread of contagious diseases.^ 

Eveiy state requires licensing of day care. Some states do 
not regulate or license family day care, and some exempt 
care that is church-sponsored. Regulations have been de- 
veloped primarily to protect chil^^ physical and 
psy^ological insulte. In pera^ they govern man* 
dated hedth esaminatwns for children and staff, immuniza- 
tions, nutaition, and exclusion of children from care. In en- 
vnronmental^ health, the rej, illations relate to sanitetion, 
emCTgency proceduiCT, and sajfety^ Although they continue 
to be revised and improved, regulations are still less precise 
than some^heaith professionals would like Euid are still some- 
tmes illogicd, inappropria^^ ^d costly 
^^^^^^J^ these imperfections, knowledgeable profes- 
sionals work for changes and emphasize that regulations 
should be reviewed at least every five yeara to respond to 

new knowledge^ 

pressing need is for regulations that apply to the 

^?^^_9^ ^9^_y^y^3J^^9^J^^^^^ ^® demand for day care 
for the nrfmtjmd toddlo: is now growing rapidlj^ Currentlsr, 
there a^'e very Jimited regulations in most states for this 
group of children^ Because of the in&nt's particular sensitiv- 
ity to envfronmental input, licensing stendards and policies 
foi^this group require constructive thought and action at this 
time.'* 

FederS leg^slsrtion residing components of child care is 
?i°®^^y J??^?^®^ for the^ improvement of care. How it is 
implemented m lite states may affect day care subsidies, e^g., 
l^tle With new fedei^ legislation, new state statutes 
must be developed, old ones may have to be amended, and 
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new i»gulatibns must be written; training for licensing per- 
sonnel and education of child care providers and parents 
about new rulings must be provided in some fashion..® The 
nationwide activiiy following the receht passage of legislation 
inespohding to cases of child abuse in child care settings (Pub- 
lic Law 98-473]l is a good example of «this process.^ 

9.3 the Role of tlcenslng Personnel 

Licensing agency staff members have traditionally inter- 
preted day care requirements and helped day care operators 
to comply. It is important to know the qualifLcations of licens- 
ing personnel iii one's own state and to what extent they are 
able to provide trMiung and technical assista^ as well as 
peifprm their licensing ftinction. Usually these staff persons 
heed training in the same areas as the child care providers. 
It is also important to know in one^s own state how often 
licensing pei^nnel are able to visit care facilities and 
whether they inspect day care programs that are required to 
be registered but not licensed. (In some places the latter may 
not be visited at all.) Reduction in funds may increase the 
volume of work required of a licensinjg worker, decrease qual- 
ifications required for the job, liinit the number of visits, and 
reduce the opportunity to provide training and technical as- 
sistance to child care providers.^ In many states local health 
department sanitarians may apply health codes developed fbr 
other institutions to day care setting. Such conflicting re- 
quirements should be avoided. In some states a visit by a 
health professional to day care programs is not routine. In 
these states, an inspector may go to a day care facility only 
when a complaint is received. 



9.4 Health Care Policies 

Health cafe policies are jbl recorded documehtatibh of a 
definite method of action developed by a single cehtei^ a 
group of centers, of even a designated community gf ot^). The 
policies should be designed to protect and promote the health 
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of the childrieh in cafe. Topics to Be covered are essentially 
those listed in Chapter VH, Section 7.3. 

Every child, cafe facility should adopt^^ealth pqHcy. Ste^ 
standards^ rules, regulatibxra, and recommendations may be 
iised as a baise. In some communities day care health policies 
are hot only more specific than state Hcensihg reqoirementSy 
but demand thB ihstitutibh and maintensmce of a higher qual- 
ity of care. These policies usually reflect &e community^ 
uhderstandihg of the impbftahce of a faecd^ component in 
day care and sometimes reflect the attitude of a health advi- 
sory committee. 

The healtii advisb^ committee may Be a stemding commit- 
tee of a child cafe agency Board, an ^occommittee, or a 
cbmmunity.health council supervising a number of day care 
programs. Its memberahip should include parents who use 
day care, practicihjg: physicians, puBHc health nurses, buil^g 
inspectors, representatives Som ffie Ibcrf heS^ dep^ment, 
firb marsheQl^s bfiice, the consumer safety association^ and 
others who are knowledgeable and interested. A standing 
committee is prefefable to ah od hoc committee as policies 
require periodic reviews and revisions, its leadership is crit- 
ical and requires a person cohmutted to the importance of 
day care_ bf gbbd qui^ly. 

A staff person with training in ciiild bf public herfth should 
be designated lyy each prbgf am, ^etfief sm^ of large, to 
implement the health, pblicies that have Been accepted by 
the gbvernihg bb^ of the clxild cafe pfogfam. Ifiis person 
should have access te Ibcal and state health consultants as 
well as the health advisbry committee. The staff pefson 
should be directly responsible to the cixief admimsSatof of 
the program^ In a small pfbgram, the pfbgf am director might 
be the staff person respbnsible fof the admihish*ation of 
health policy. _ 

Individual pliysicianis and state medical sbciety f epf esenta- 
tives shbixld be advocates fof day care legislatibh that pfo- 
yides specific regulatibhs supportive of the healffi of cHldreh. 
Physicians are_ ^sb slrbngly urged to ofief guidance fof the 
deyabpmeht of these regulatibhs, to pafticipate in the estab- 
lishment of health piblicies, and to assist in tfie tfeunihg of 
the personnel whb implemert them. 
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THE PEDIATRICIAN'S ROtE IN 

PROMOTING THE HEALTH OF A PATIENT 
IN DAY CARE^ 



American families Have dBanged. More mothera are work- 
ings ahdLmore young cfiil&en are being cared for outside the 
horde. The stresses inherent in tiiis sociologic change are 
great. 

^ Pediatric practice has also ctoaged. faweasingly, pedialxi- 
dans are involved not only in liie medical care of the child^ 
but in the ecologic system in ^ch j&e child esdsts. The 
pediatrician has traditibnca^ worked with parents and chil- 
dren tbprdmbte healthy ftmctiqning^ ^siiich encompasses the 
physical, embtiohal, cognitive, rad social heahh of the grow- 
ing and developing cluld. No^ the pediatrician must expand 
this role to include wooing signifirant other adults who 
interact closely with the cSild j^o spends much of the day 
away from home. In this weo^, tiie pediatrician will contribute 
to the prbmotibji of the child's gen^:^ well-being, and some 
maladaptive behaviozB will be prevented. 

Parents and adults whom pOTents deiegS^ to provide child 
caye on aregular basis have jSe greSest responsibility for 
children. With increasing nmnbera of single-parent families 
and families in whicTi bbtfi p^ents work, the^^ is a greater 
use of the yarie^ of alternative caregiving arrangements 
inyplving adults who are neitherpOTente nor relatives of the 
diild. Effective coromunicatioh among ^e cBld*^ pediatrician 
and regular caregivers is more difiBc^ to achieve than in 
t^e past when parents provided most of tiie child'^ care. When 
developmental irregularities or a chronic il&ess are a con- 
cerrii it is particularly important for pediatricians to com- 
municate to the personCs) providing child care the unique 
features of the cliild and famfly. Ifius the caregiver will be 

^Tiis^statement baa been approved by the Council on Child and Adolescent 
Health. 

P|)DlATRieS (iSSN 0031 <^05). Copyright 1954 by the American Academy 
of Pediatric 

PEDIATRICS Vol. 74 Nb.l July 1984 
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better able to prepare an individualized program that en- 
hfimces^ &e cWld's dewlop self-esteem, and 

^^P??^^^ parental child-caring capaci^. 

^SiOTent methods of communication between pediatricians 

and child care providere are oiien woefully inadequate. Much 
vsefU^ and important date are not shared. Often, the child 
COTe provider receives only certification of immunization 
status fflod documentation of a visit to the pediatrician's office, 
fa provwfing cqntim^ health care for the child, tiie pedia- 
^ci^ acqukes a g^reat deal of information about the child's 
me^cal^tatus, adaptabiUt^^ and temperament, as well as 
fannly^rtarengto^ infbrmation i^uld be used to enhance 
^Af'^™?^^*? ??^?^?^^! use of a day care resource. Pediatri- 
cimzsjmderestimate the value of this wealth of information 
they have g^ttiered, ^d it is often only loosely documented 
in^ie child's health profile required for entry into a day care 
^^^S'^onveraelj^ pediatricians could increase their under- 
standing oi the child and contribute more effectively to the 
child^ ^^^^^^^4 4^^^^PP^^J^^ with access to the behavioral 
observations DMde by tibe significant adults involved in the 

& J^™iy about whether day care is 

timely 01^ to comisej^e fbm^ regarding preparation for the 
separation, or to answer such questions as, "Is this a good 
setting For my cHjdf '^^^ to participate 

m Sl^ects of fte day care program?," the pediatrician 
mrat not oriy faow the child md the f^Eiily, but must have 
some raderatfflading ^f Jlie ^ciflc programs. Will the day 
care pro-am be 8t5)pqrtive to the family^ parenting style? 
Will t£e p^ent be^ able to participate in decisions regarding 
tJie child's dfidty activitiesf^GBm the staff adapt t» the parents' 
needs? Gan tiie staff members show spontaneous affection? 
Is there a schedfle of activities? ^ nutritious fbod provided? 
Vfhai accident precautiom £ffe e on special trips? 

What are the sanitary precantions for &^ care of the young 
cTiild? What are fte policjes reg^tog tiie ill child? Is theare 
an identified st^ff^ person re^nsibl^ for issues related to 
health? Is the program licemed? Most of tliese questions may 
be answered By a pm^ent; others may be answered by the 
program director or tiie local licensing agency. Most, but not 
all, needs can be met. 
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ia the child's best interest, there should be a system for 
exchEm^ng information about the child between the phj^i- 
c^ra and the day care provider. This exchange is generally 
infrequent and^sed prirnarily to understand a child for whom 
ftere is concern, e^g., the child with asthma, the clum^ 
child^or thejMld who is less or more mature than his or 
her^ chronologic age e^ectations. The parent will usually be 
transmitting his or her own concerns and the concerns raised 
by the^o systems, but with prior approval from the parent, 
telephone csdis and/or notes between physician and day care 
provider may be more efficient and effective. 

^l^^^Jj^^^P^}^^^^^^^ between a physician £md 
a daj^cjmre provider may iM current state oif health 

and nutotion, including management of colds, diarrhea^ 
bruises, chronic illness, handicapping conditions, and poor or 
exube^-^ i^^ppetite; (2) growth pattern observed over time 
mdjte significance to ph3^icai adaptation in the day care 
enviroiment, such as size of chai^, height of steps, fatigue; 
(3) hearing and vision fanction, e.g., tiie child with recuti-ent 
middle em efi^ion who may be irritable and unre^onsive 
to auditory stimuli or the child who requires glasses but 
doesnt wear them; (4) sequential development and its expres- 
sion m body Daanagement^^ motor skills, communications^ 
seHncOTe^sqciai interacti adults and children, and the 

characteristtcs of pl^; (5) integration of family membera into 
the program at some level to cqniribute to the maintenance 

J^ P^^^^i^^ P_^®°^?^^l^_^^i?^^ (6) the child's 

initial and ongoing ac^ustment to the program. 
JPediatricimK shoid^ increasing role in addressing 

the nee(b of their own patients who are in day care programs, 
paxticxfljM'ly those childtei^who may be at risk for adapting 
poorly or ^0 may need special considerations. They should 
be knowledgeable about the variel^ child care settinp 
available in theii^commmi^^ who are aware 

of the res^uit:es in the^^ who have the skills 

to recommend a good program, to provide a useful health 
profile of the child ancl ffflm aid to be receptive to the 
concenis^fmembers of the day^ care program staff will con- 
txibute jnmieasm'ably to their patients' well-being and suc- 
cessful participation in the day care program. 
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CHILD DAY CARE TERMS FOR THE 
HEALTH PROFESSIONAL 

AFDC: 



Aid to Families with Dependent Childreiii, provided tinder 
T^tle IVA of th^ Social Security Act^ provides assistance to 
eligible fatnili<is to help preserve, rehabilitate^ retinitet and 
strengthen the family. AP'DC mothers in work dr trfidbaing 
are allowed up to $160.00 per child for child care (1984). 

Age Groupings: 

These may vary from state to state. 

Infant 6 weeks to 15 months 

Tbddier ....................... 16 months to 30 months 

Preschool 31 months to 5 years 

Primary school ...................... 6 yeara to 8 yeare 

Intenxiediate school 9 years to 12 years 

Child Care Renters (Day Care Centers, Child 
Development Centers): 



Prdvifle care for more than ten children, bften in a churchy 
cpmmuuity center^ or school. Most are licensed for children 
2VS to 6 years, although care for children from 6 weeks to 
2VS years is becbinihg more available. A center provides a 
planned cumcultim feared to the pTiysicaU intellectual, and 
social needs of the children, giving attention to mdividu.^ 
differences. A center is usually c^en from 6:00 AM to 6:00 
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PM. Most cliildf eh jattending centers have parents v^tio work 
or attend school ftiU time. (A license is reqviired but standards 
vary Som state to state.) 

Chiid Care Facility: 

Any facility other, than a child's home where a person or 
persons other than family mercbers provide care for a child 
less than 24 hours a day. 

Child Care Food Program: 



_ Provides federal fiihdihg for nreals served in nonresidential 
day care centera and family day care homes. The program 
benefits are taigeted/or pxescTibol firbm Ibw-incbme 

famili^s^ however, all <2iildreii attending participating day 
care facilities receive the benefits of the Child Care Food 
i^gpram.JTiis program authorized by Section 17 of the 
Natibnai School Lunch Act^ and is adminiltered through the 
United States Department of Agriculture^ Food and Nutritibn 
Service. 

C^lld Development Training: 



Child development training includes couraes that are rele- 
vant to care of children. It may include psychology, early 
childhood education, infant development, curriculum develop- 
ment, cognitive and effective development, and administra- 
tive courses. 



Children: 

a) Persons 12 yeara of age or under 

b) Children of migrant workere 15 yeara of age and imder 
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c) Mentaliy or physically fiandficgpped persons, as defined by 
the state, enrolled in an^imtitution or a cluld care facility 
serving a majbriiy hf persons 18 yeare of age and under. 

Children whh Disabilities: 



Childi^n twth^disabilitieis are those ^5 do not fondtion 
according to age-appropriate expectationi m ffie ar^ of ef- 
ffective, cognitive^ <»irununicative, perceptual-motor^ phj^ical, 
or social develc^meht^ to suet an exteS tt^ ffiey require 
special help^ program a(^^^^ on 
a regular basis, in oMer to function in m adteqptive manner. 
Examples of such children with disabilities m£^ include chil- 
dren who exhibit 

• A developmental delay 

• A neurdlojically based condition su<£ as mental retarda- 
tion, ce^bral palsy^ autism, ipileps^ or offier condition 
closely i^iated to inental retafdation or requinng Seatment 
similar to that required by mentally retarded ^dren 

• Cultural familial mental retardation 

• A genetic disorder or physiological condition usually as- 
sociated with mental retardation 

• Social^motipn£d inldacb'u^^ 

• A physical disability such as a visual impaiment, hearing 
impairment, speech or language impairment, or a physical 
handicap 



Day Care Center Staff Definitions : 



following positions are usually found in large day care 
centera. 

Bi;necton Person responsible for all a^iects of tie operation 
of ^e d^care^center (e.g., administrative duties, staff super- 
vision md training, recordkeeping, pregram planning, 
budgeting rad liaison with state and local agenciesi. 

Ihacher: Responsible fbr planning and implementing the 
program of the day care center (e.g., plans and conducts daily 
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program acti^ties^ prepares prog^ materials, and super- 
vises laid trains ptJler stafi)* This person has direct child 
cdntad;. Other titles used to designate persons with these 
re^nsibilities: teacher-^ectdr^ head teacher^ and lead 
teacher. 

Assistant Teacher: Works with the guidance of the teacher 
and director to carry out the pitsgrfion of the center. 

Child Care Assistant: Assists the teacher or assistant 
teacher witibi all the aspe^rts of the planned program. Other 
titles may include aide, or child care aide. 

Family Pay Care: 

fiiyolves the care of six or fewer chi^^ ^^iS^^er^s 
honie. JEhe emphasis is on care for cMdbrei^ injthe natural 
?^i?S_of A^™ife Some fanrily day care group famiiy 
care^homes oflfer evening third shift 

care, part-time^ drop-m, and specidi M^^^ care. (A license is 
usually required, depending on the state.) 

Family Day Care Consortium or Satellite Program: 

Family day care homes japerating under the spbhsbrship of 
a_ central adroinistratibn that processes eligibility and makes 
placements in the family day care homes. Training of the 
caregivers can be ah additional benefit as part of a satellite 
program. 

FIDCR: 

fa 1967, raaen&emts to the Federal Economic Qpportunity 
Act established an interagency task force including represen- 
tatives^ Sepctrtment of tabor and the Office of 
Economic @pp6rtuni^ Department of Health, Education and 
Weffare,ji^ch developed fl&e FederS Interagency Day Gare 
Requbemente fflaQGR) as a "common set of program stand- 
ffl:^ rad regtdatioiis^* for federfidly fimded Jiay care, lliese 
standards, enacted in 3:968 and slightly amended by Title 
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XX, cover a. number of progzam diaracteristira: stafi/chUd 
ratios and the size of t£e gronp^ s^oitebility and safety of 
facilities; the provision of socjel health jmd nutaitional ser- 
vices; staff training andj)arent^ivolvement; administrative 
coordination and program evcduation. S 1974^^^ ^oagh Title 
XX, the Secretaiy of HEW was reqtSred to evaiaate the 
"appropriateness" of PlBeR. In 1981, tihese regulations were 
eliminated; licensing is now oidy regulated through the 
staites. 



Group Family Day Care: 

Involves the care of up t^ ten children plus two schoil-aged 
children in the caregiver's home. This option keeps^ the nat- 
ural setting of a farnily and still offers the benefit of socializ- 
ing with a larger group of children. (A license is usually 
required, depending on the state.) 



Hoad Start: 



?^deral funding provided to establish and maintain a pre- 
school readiness program for deprived or disadvantaged 
children. 



Informal Ih-Hbme Care: 

Children cared for in the provider's home. Such providers 
might include relatives, neighbors, or others who regard child 
care as a business. 



Ih-Home Care: 



involves tie care of the children of one family by someone 
\^o is not a member of that family, either in the children's 
home or the caregiver's home. The caregiver's children rday 
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be included in this arrangement. (A license is not required 
if only one other family besides the caregiver's is involved.) 

Latch-key Programs: 

9^???s_fr9^ ^® ^^Q?J^^®? J™?* of work- 

ing parents wore their house keys aroun^ 
?^^P^_9I_^?^J^J^^^^^^^ tiheir homes before 

*^®^_P?^?^_?^*?™^ fr9^°^_^9^_' P^^^'^^y ^ provided 
for s(±ool-aged children before and after school faoure. 



ticensed Capacity: 

Maximum number of children who can be in a center at 
a given time. 



Licensed Family Day Care: 

Family day cariB provided are licensed by the county, city, 
or state to cafe for a specific number of children, including 
their own pre^clioblexB under the age of six, in the provider's 
home. Licen&;:i\g ihstifes that the provider is trained, that 
there is a proper provider/child iatib, and tiiat the provider's 
home is adequate for the health ethd safety of the child. 



Mohtessbri: 

An educational philosophy based on the ideas and methods 
of Maria Montessori, sometimes used in day care centers. Its 
fbcus is a structured, individualized approach, employing ^e- 
cial materials. 
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Night Care Program: 

A day care center program providing care for any child' 
between t&e &6urs of 7:00 and 7:00 AM in ^n^cfa the 
parents desire ^e <£ild to sleep. 

Parent Cooperative: 

A nonprofit child care program that is gdvenied by a board 
of at least 70% parent-useiB of the program. Parents gener- 
ally work as caregivers in the program. 



Proprietary Center: 

A privately or publicly owned, for-profit center or facility. 



Provider: 

Provider is a public or private organization or individual 
who, for profit or not for profit, delivers day care service for 
children, either directly or through contract. 



Sliding Scale: 

Fees based on ability to pay according to family size and 
income level. 



Slot: 

One ^ace for one child in a facility. 
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Tax Reduction and Simplification Act of 1977: 



This Act made special prpvisibns for family day care prb- 
yiders^ allowing them greater ability to take deductions on 
their residence as a business expense. 

Tax Reform Act of 1976: 

A measure which eliminated the Federal income tax deduc- 
tion for child and dependent care expenses and replaces it 
with a tax credit which is subtracted from the amount of 
taxes owed. 



Titie XX: 

Ite section of ffie SocjS Sec^^ 
has granted funds to tiie states for the provision coordi- 
nated sbcied services (including day care) to iow-nico:ae indi- 
viduals and famiUes. Its go£^ me pi^nioting sol^su^port, 
preventing neglect of dHidren, retechig inap 
institutioncS care^ litie XX k now called the Titie XX Socirf 
Services Block Qront^ Each state decides how much of these 
block grant allocations should bemused for child cme. Each 
state also decides t£e level of income eligibility for services. 



_ Work Incentive Program^ provided under Title IVC of the 
Social Securi^ Act, provides training and_emplbyineht ser- 
vices to individuals over J.6 receiving AF DC or living in the 
same hbiisehpld as an AFDC recipient. AFDC mothers with 
ichpbl-aged children are required to take part in this program 
if th^ are not working. Mbtjiers of preschbbl children _whi 
wish to work can receive similar services through the NON- 
WIN program. Child care subsidies are usually provided for 
program participants. 
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Adapted from: 

Medical Terms for the Child Day Care Prbfessibnal and Child 
Day Care Tteras for the HecUth PrblfessidiMU 
Mnnessota Department of Health 
June 1984 



SlilB of Nmf Httwp thlf 

Pn w tmw rt of H— Ith A WMfm 
DIvWon of PubHo HMlth SMTviOM 



APPENDIX 11.1 
Form #1 



• CHILD HEALTH FQRM 

To be completed by Parent or Gaardlf^n: 



am% Name bate oC Birth Sex 



Chikfa Adcirass 



We/I gjve permission to obtain or release necessary health information on the above ishlld. 

(Signature or Parent or GDttdl&h) 

Please return to: 

This ihformatlbh wHI be held con^dehtiai and wilt be used only for the benefit of this child. 

To be completed by Physician: 

HISTORY 

A. Prenatal, F^rina^^ postnatal development: Any significant flhdihgs that could Influence this child's adaptations to a 
criiid care setting (I.e., physical handicap, sensory loss, deverdpmehtal In^eguiarities)? 



Any chronic illness that_may requjrej^uiar mediratfon. particularly dbservatidris or precautldhs In a child care setting 
(e.g., recurrent ear infections, seizure disorder^ allei^ies)? :: ^ ^ n 

Ino 



m*\mm HEALTH ASSESSMENT 



PpcalEm: 




-. . .. - . . .-Needs _ Not . 

-Glied(HEaclitliie H Mai FoUowf Examined 


- - , - Needs Not 

(Ml^lEacljlJiie Norii Abnormal PollowHip Examined 












N08e.t)ioat,Mo(jii) 










Hi 










Teetlt&Qyrns 










Neuioli)||& Muscular 










filandslncThyi^ld 










Orthopedic & Spine 






























Ey^ 










1 1 vQI 1 


iLUnyS 










Ears 










Atxiomen 










Speed) 










QenKi 


3lia 











Tenipint: 

I^Easy^ng QAverage QDificult 
Comment: 
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Assessment of Physical Development: 



A. Pile oj.|eyGl.of maliiratior); 



a InfancyfO-SyRt) . Early;^ 


. m Ijte: 


6.Mid*PrM|2-4p.) Earlyu 


. Mid; Ute: 


c. Preschool (4^yr8.j Earlyu 


^ Mid: Late: 


^. Sclwpi^^Myi?!). Eafly;^ 


^ Mid: Late:^ 


6. AdoiescenillMSyrs.) Early:^ 


, Mid: tale: 



ERIC 




D. 



a 
b. 
c. 



DiofExii, 



'fitSiMjIedExani; 



Mibfiiiwasdeslfliiedeip^ 



CHILD HEALTH APPRAISAL 



APpp 
Form #2 



CHILO^ NAME (Last, Ri8t,Mlj 


BlRfflDAlE 


TELEPHONE NO. 


DATEOFE)(AM 











CHltD^ ADDRESS 



1. REVIEW OF HEALTH HISTORY 



I MEDICAL INFORMATION PERTINENT TO DWGNOSIS AND TRSTMENT IN CASE OF EMERGEIJCV 



3. SPECIAL INSTRUCTIONS TO PROVIDER REI3ARDINQ ANY MEDICATION REQUIRED OURINQ DAY CARE HOURS 



4. RECOMMENDED MODIFICAOONS OR UMMS OF CHILD'S ACflVfflES OR DIET (B.g. irglN, i) 



5. VISIONMI 
□ 



i 



QNofmal DAbnoimal 



8.DENTALSGRgNINS 



7. GROWTH MEASUREMENT 

. Hi^'— Perc entite Wt— M— 



NO 



9. MEDICAL 



MEDICAL 



Notniai 



Abmi 



Eai8,Nose 



Moi,Ttiri 



Pfotroslon 



Miss 
Joints 

^1)6 



IF 



HQB 



11. BLOODPRESSURE 
. SAbnonnfll 



pyEs 

□ NO 



Denver D NORWflL 



Otiief 



2ii(i(4ii)(ii8j 



MuiT)|)f;(15inoi)lh8orokler) 



3nj|18fi)onti)8) 



mmmm iests or e)«mi w on the fomq: 



n VISION 


n HEARING 


D GROWTH 


a DENTAL 


urn 


DBIOOD PRESSURE 


Q HEADGlRGUMFEmE 


Q IMMUNIZATION (pify) 


0 MEDICAL Pl^j 


DDEVEOTEIM PROGRESS (epin) 








PHvsicmsmfE 


m 


raiitreoNiEOFPNTsm 


wmmwm 


TEtEPHONENONBER 
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Sample Program Medieation 
Administration Poliey 

1. Reasom for administration of medicatijn in day care 
include 

• When mecQcation dosage cannot be adjusted to exclude 
&OUIB i^eji the chfld is in day rare! _____ 

• When a cfaHd ^as ^ chronic mecUccd problem (e.g., 
mtixma) y^dt ms^ require urgent administration of a 
medication. 

• When refcrf to atoimster niedication m d^ care would 
pose a sigz^cant har^hip or^require absence from^ay 
care of ^ cSild in fee recoveryj)&rae of ^ Jjiness who 
is otherwise weH enou^ to attend day care (e.g., ear 
infection aKer the first d^ or so). 

• When febse in fee home^envkonmeiS 

tae medication because of time constraints, lack of skill, 
or stress. 

2. Medicatiom^M^ch^m be safely g^^ in day care include 

• Medicatiom prescribed by a licensed health professional, 
sud& as feose avdilable over-the-counter^ for \9hichjp^ 
ten ii^jTuctions £0*6 given to the day care program by 
a Hcensed hedth provider 

• Medications st^ VTho are^rei^onsible have been 
brained to administer i^lutog oral, topical^ rectal, 
nas£d, otic, ophthalmic, and iig'ectable medications. 

• Medications ^^ch Be» feeS on^al pres^ label 
or a manttfactraer's^ label are provided in 
safely-lock cont^ers^frarffiported^^ 
temperature, li^t, and ofeer p^icai storage require- 
ments. 

• Medications Tor which i"*.^ the criteria on the program's 
_ consent form have been met. 

3. The pei^hfs) responsible for admtetistenng medication in 
day care mil be fee pez^6n(s) 

• Has designated time fo^me^cation a^imstrSibn. 

• Has been trained to administer fee type of medication 
by fee route as required. 

162 - 
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• Will assure safe storage and dispoBal of medication. 

• Has access to locations where medicatlbh is stored and 
medication administratibn records are kept. 

• Is designated on the program's cbnisent form. 

• Knows the children to whom the medication is to he 
given. 

• Knows about the pbtentied reactibns to the medications 
to be administered and how to respond to sucli reactiohs. 

• Knows when and how to contact parents, pharmacists, 
or healtibi providers to clarify the need and instractibhs 

_ for administratibn of medicatibn in day care. 

4. Medications will be stbred 

• In a refrigerator separated &bm fobd by being enclosed 
in a covered cbntainer^ if reffigeratibn is jrequii^e^ 

• In a cboU fttyi dark, Ibded enclbsure which is inaccessi- 
ble to children. 

• In an area separate from diild care activities, but acces- 
sible to the person who admihistei^ the medicatibh. 

Example: All medications which require refirigeratibn 
wUl be kept irLa sealed plastic _cbnt£iner bn the bottom 
shelf of the i'efrigeratbr in tiie kitchen. Any medication 
'vbich shbuld not be refrigerated will be kept locked in 
the director^ bfiice. 

5. Medications will be administered 

• In a location where the child receiving the medication 
will have relative privacy when the medicatibn is given* 
If this is not possible^ the other children will be reminded 
that medications are only taken whe he cafegi^g 
adult administers them. 

• In a iQcatibn where accidental ingestion by another child 
is tmlikely. 

• Where hand washing facilities are accessible. 

6. Procedures which will be used when administering medi- 
cation include 

• Designation of time(s) at which the niedicatibn cam be 
giv^. 

- Cdmpletion of the consent form. 

• Storage of the medicatibn in the designated locatibns. 

• Administration using the prescribed measuring device 
and technique. 

• Recording of each dose given 1^ date, time, and amount 
oil the medicatibn administratibn recbrd available to thei 
parent. 

lea 
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* Disposal of leftover medications by returtiing tlie unused 
portion to the parents, or iC the medication is no longer 
usable^ hy fluaiing the medication down the toilet. 

* Review of the medication administration policy on an 
annual basis by 

* tiibse in authofity (e.g., administrator). 

* tiibse affected 1^ the poUqy (e ?., pareSs, iSfiff, etc;). 

* those, with expertise in medication administration (e;g;y 
health consultant). 

IVepared by Susan S; Aronson, M.D. 
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Medication Cfieckiist 

emir's NASffi DATE 

Does the container show YES NO 

1. The diild's fiill name ^.^^ 

2. Name of medicine 

3. Name of physician prescribii^ ^.^^ 

4. Schedule of administration 

5» Amdxiht given per dose ^^-^ 

6. f^armapy's name 

7. Date medication was sold ^^.^ 

Does the container have a childpi oof cap? 

Was the caregiver notified of the child's 

need for medication? 

Was the health staff notified? 

Were parents notified? ^.^^ 

Parent Emergency Contact Number for today is 

When all of the above are YES, then— give medication to 
staff member to put in the medicine a)ntaihei: in the kitchen 
refingeratori and place tiiis checklist in th-^ Health Cddr- 
dinator'is (Health Advocate's) m^ 

If somo of the above are NO, then^give msdicatidn to 
staff member to place in tibe medicine container in the 
kitchen refrigerator, but nniierstand that the Health Cddr- 
dinator or the Health Advoi^ate may contact you (the parent) 
to discuss the missing inlbi mtion and whether we can ad- 
minister the medication* 



Signature of staff person opting medication 
Prepared b :7 Susan S. Aronson, M.D. , 
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Medication Consent Form 

Name of Child Date ^^^^ Room 

Name of Medication Date prescribed 

Date last dose due ^^^^ 



FOR PARENT TO COMPtETE: 

If (parent or guardian) give permission to 

(name of autixorized day care stafiD 

to administer (dose) of ^(naine of medication) 

to my c&ildi — ( nmn^ of child) 

at al^roximate^ ^(time[s] dose due) on 

-: (dates and de^s) for 

__ (reason for medication). 

Possible side effects to watch for with this medication include: 

Ibe name and phone number of the prescnbing physician: 



FOR STAFF TO OOMPbETE: 

Is the permission form (above) completed? 

Is the niedication in a safety cap container? — 

Is the original prescription label on the medication container? 



is the name of child given above on the container? 



Appendix 11.4 145 

thp ^te on prescription cmrent (^tihin the month for 
anybibtics and with^ the e^bation date for medications 
which are so labeled; wiiJiin Sie year otherwise)? 

fi the dose^ name of drug, frequenQr of administration given 
on tiie label consistent with parental instructions given 
above? 

WEDICAHOTi CAN BE ADSfflJiS'lEIffilJ ONLY IF THE 
ANSWERS TO ALL QUESTIONS ABOVE ARE 'TES." 



MEDICATION ADMiNISTROTION RECORD 



DAY 


Idate 


DOSE 


STAFF SIGa^ATOBE 











Prepared by Susan S. Aronson, M.D. 
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m HEALTH APPRAISAL 

PwiniylvinS Dept dl H I W«lfi|^ Hajpg 

Child bay Care Centen-Graup Day Can Koinai^y ly Day Ca^ HooM 

THIS SECnON TQ BE COMPLETED BY THE EMPLOYEE 



m AND ADDRESS OF INDIVIDOAL EXAMINED 



NAUEOF EMPLOYER 



EMPLOYERmPHONENO. 



EMPLOYERS ADDRESS 



PtlRPOSEOFEXAMmN 

OlialEmppwit 

DSRe^aniior) 



TYPE OF«ITY IN DAY CARE (Che^iapplUI 

DFbodPrp 



D 
D 



THIS SECTION TO BE COMPLETED BY HEALTH PROFES SIONAL WHO DOES HEALTH APPRAISINB 



PART l-Ai fhowi by piiyilcai sxantlnatioii, doai tiw lndlvidoal hava! 


YES 


NO 


t At least 






2. Normalliaaring? 






3. IM blood piBssure? 






4:M(sidlomlarsy8ti)? 


















I Ncril neuro musculoskeletal systeiBS? 






8. Nofinal endocrine systp? ^ 







expuin all ho* responses on reverse of form 

erIc 



PARt ii-ii lh> Hiiai fm ifMcornniiinicabki iubwaiiotii as thown by; 



YES 



NO 



10. PosiiB s kin test M by one negative x-ray and an apptomatic history at this M appraisal? 
EXPUIN Ag W RESPONSES ON REVERSE OF FOl, GilQ PUN FOR FOIiOW'yp 

PARtiPbowitiiiWiha^ 



YES 



11. 



I, angina pectoris, coronary Insufficiency ? 



12.Hl8ioryoiBpiie iay? 



13. DIalietes? 



14. 



15. 



liiiinei 



imps, 



lOeedforriioreliep average for age? 



17. Current dnig or alcohol dependf^xy? 



18. D^in 



19. 



rDle?lf80,$pecilvrir<jver£eoffonn. 



requires restriction of activity, medication or which might afiect hisitier worl( 



EXPUIN AU "YES* CHwii SES ON REVERSE QF FORM, 6MN6 m FO R FOWDP IF ANY 




m for the diUdrin? If yes, explin on mm of form. 



m 



TELEPHONE NUMBER 



SMREOFPHYSICIAN 



OATEOFEXAMINATiON 



ERIC 
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Consent For Staff Aeeess to Medleal 

J EP^ my consent £br the 

following individuals to have access to my child's record while 
my child is enrolled in 

bay Care Program? 

My (£ild's caregiver — 

The center^s social worker 

Hie center^ medical consifltant 

The Child Care Supervisor 

Hie Director 

I understand that information in my child's record will not 
be released to any other indi^/iduals without iiiy ^ecific writ^ 
ten consent. 

Signed — Date — 

Witnessed 

Pirepared by Susan S. Arbnson, M.D. 
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Coilectihg and Storing Breast Milk 

Use any plastic or glass container that can be sterilizea. 
A wide-mduth jar is convenient for collecting and c&illing 
the milk. A plastic or glass baliy bottle is often used to store 
milk in the freezer, so it can be used directly for feeding the 
baby. 

Anything that touches the milk mus? be sterilized— the jar 
to collect the milk^ the bal^ bottle or other container used 
fbr storing the milk. 

Put all containerSi washed and rinsed, into a pan, cover 
with cold water^ and put on the pan^s lid. Bring to a boil, 
boil fbr five minutes and turn off the heat. Drain off ti&e 
water by using the lid. Leave tJie jars in the pan untfl needed. 

Do not touch the inside part of any sterilized container. 

To Collect Milk: 



i. Wirah the hands with soap and water. C^eii the clothing 

so that tiie entire breast is exposed. 
^' ^?Y®_^®_?®^i^Ji^^ sterilisf^d and ready to use. 

3. M^sage tibe breast and then hand express riilk into a 
sterilized jan 

4. ehill the roilk imrmdtately in ^^.c refrigerator. Milk can 
be kept for 24 to 48 hours in the refiigeratbr. 

5. If the milk won't be used within 24 hours, pour the 
cMlled milk into another sterilized container in the 
freezer: A baby bottle is convenient. 

6. Milk CEoi be collected an ounce (or less) at a time. Add 
the new chilled rtiilk to the already frozen ttiilTc as a new 
layer Ite imlk will look layered. 

7. A mother who is collecting the milk for times when she 
goes out sh<*uld freeze the milk in amdtints that are right 
for one fee(fing^each. Never fill any container to the yeiy 
top— afiqw room for the milk to esqiand ap it freezes. Put 
S% oz. m a 4-oz. bottle for a young baby. Put more ounces 
in a Iftrger bottle for an older baby. , 

171 
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8. be kept &ozen for mon^. So hat defrost until 
just beforejismg. 

9. ^^n&e^m&js to be fedtoffieBa^ 

from the freezer and faoIS under cold, tiien warmer water 
and^ake gen^ Heat to body temperature in a pan of 
water; _ _ _ 

id; Discard a^ defrosted milk i£at ibe baby does not take. 

Answers to Some Frequently Asked Questions: 

What does breast milk took like? 

It looks thin and watery tn:.d sqmetinMS has a yeHow or 
bluish color. It does not Irok 7ike homogenized cows' milk. 



How much milk can he expressed at one time? 

Never as much as a baby would be able to nui^e out. When 
the colostrum or '*firat milk" is stiU in the breasts, oftra only 
a few drops can be e^ressed^ Later niore ran be expressed. 
Women who do a lot of expressing are able to get more milk 
out. 

When the milk will no longer squirt out^ but only comes 
out injan ocrasionai drop, it's time to stop the massaging 
and expressing for the time being. 

What about expressing milk from engorged breasts? 

It's a good idea to hand exp^ss a little milk to i^^ to soften 
the area around the nipple. Tlaa makes iSie nipple stand out 
SQ that it is *ifi'^ier for the baby to grasp with his^ef mouth. 
It's_ better to do this before tfae breasts get too full. 
_ 7b caress milk from er^br^ed breasts: Stand under a warm 
shower with the back toward the shower and let the water 
run over the shoulders and breasts, of use warm compresses 
oh the breasts instead of massage (which would be uncomfort- 
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able on engorged breasts). Then, very gently^ hand express 
a little milk. 

What about going out for a few Hours? 

Either ^rmola or expressed milk can be left for the baby, 
ff breast milk is j^sed, leave a bottle with the 

amottnt neeS^d ^r eadi fea&gj&at will be missed. 

Hand es^pfessmg for ^Drfbrt m^ be necx^ssaiy if sevex^ 
hbmB go by. After i^tmmng home, nurs^ the baby to help 
empty the breasts ^dj)revent bre|Bt problems. TTie baby 
sitter can be instructed not to feed the baby right bdbre this 
time. 

Does it matter how often hand expresston is done? 

Hand egression can build up iiie milk supply. Whether 
by niirsing or expressing^ the rabre milk remdvei todays the 
more milk the breasts will produce tbmbrrbw. Pbh't hand 
e:^res8 a tot one day (and build up tiie supply), and thert 
remove none the next day. 

Wfmt about when the baby can't nurse but will resume 
nursing later? 

Massage and hand express enough ix) keep up tiie milk 
supply— about every three hbiirc in tihe daytime. Cbntinue 
expressing by hand until the milk no longer sprays fix)m the 
idpple. 

The supply will iio doubt decrease somewhat but can be 
built up again wheii the baby resumes nursing. 

What about working mother^? 

Some workin^mothers express on the job and chill enough 
milk for ihe next day's feeding. OtheiB do not have the time 
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or use of a refiigeratdi^ and only hand expires if tfiey need 
to for comfort. Expressing can prevent dveriullness and pos- 
sible breast problems. Breast prolblems include cracked nip- 
ples, engorged breasts^ the occasional plugged duct and the 
rare abceas. 

During the firet JnyCs) at work many women are surprised 
by how much mlk they have. Even women who do not want 
to save the loilk may need to hand express for a few days 
until their breasts ac^ust and prckluce Jess milk. Hand 
expressing some milki but not emptying the breasts as the 
baby would^ will result in the milk supply decreasing. 

What about full breasts durihg or after weaning? 

Ite more gradual tiie weaning, the less fiillness there, is. 
if &e brerate fe^^^ hand es^ress some milk for comfort 
and to prevent breast problems. 



What about using disposable hurser bags? 

Some women use tfie^ succsssfaUyi but the bags were not 
made for freezing have been known to split ($en. A 
common mistake is juttmg on a twist tie tightly to close the 
bag without allowing room for the milk to expand. Then the 
bag may break. 

For individual questions, consult your physician. 

Excerpted from a pamphlet by: 
Health Education Associates 
520 School House Lane 
Willow Grove, PA 19090 
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MEAL PATTERNS 





1-3 




V* 1^ 




vaars 


years 


years 


BREAKFAST 










lit ID 

VaCUr 


"TA ^1 in 


1 CUP 


JUiwC u/n rriuil Un VcuicIAdLc 


H'/i m 


VaCUP 


VSCUP 


BREAD OR BREAD ALTERISWTE OR 


SLICE 


% SLICE 


1 SLICE 






lit ^1 ID 

V3 CUP 


•J/ mi 
%CUP 


LUN6H 6R QHDPPR 








MitK 


%eup 


%CUP 


1 CUP 


IWEATORPOUtTRY OR FISH OR 


1 bz. 


m bzs. 


2 6zs. 


CHEESE_OR 


1 oz. 


i%bzs. 


2 bzs. 


EGGS OR 




1 


i 


PEANUT BUTTER OR 


2TBLS. 


3TBLS. 


4TBLS. 


DRIED BEANS AND PEAS 




%CUP 


%CUP 


FBUtrS (2 m MORE) OR 








VEGETABLES (SOR iaORE)OR 








FRUITS & VEGETABLES TO TOTAL 


VSCUP 


V6CUP 


%CUP 


BREAD OR BREAD ALTERNATE OR 


% SLICE 


VfeSLJCE 


1 SLICE 


ENRICHED PASTA AND GRAINS 


%CUP 


%CUP 


VSCUP 


SNACK 








SELECT 2 OF THE 4 COMPONENTS: 








MILK, VVHOtE, SKlM. tOW-FAt 


VfeCUP 


%CUP 


1 CUP 


FRUIT OR VEGETABLE OR dUICE 


t^eup 


%CUP 


%CUP 


BBEAtOfl CERlAt OR ALTERNATE 


% SLICE 


% SLICE 


1 SLICE 


OR ENRICHED PASTA AND GRAINS 


ViCUP 


ViCUP 


%eup 


MEAT OR POULTRY OR FISH OR 


WQZ. 


V60Z. 


•ibz. 


CHEESE OR 


vsoz. 


</SOZ, 


lez. 


EGGS OR 


%EGQ 


V^EGG 


1 EGG 


PEAiLUT5UTTER0R 


1TBLS. 


1TBLS. 


2TBLS. 


DRIED BEANS & PEAS 


%eup 


%CUP 


y4cup 



CNETP Cdrihectlcut Nutrltioa Education and Training Program 
Depailrnent of Nutritidnal &lehces _ 
College of Agrlcafture and Natur^ Remirces 
Univarslty of Ccbnecticat and State Department of Education 
Child Nutrition Programs 
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Cheeklist #1 



A DAY CARE CHECKLIST FOR PARENTS 

Repnhted Som A Parvhi's Guide ^ Bay^^ l^S^Depart- 
meht of Health and H^an Sei^ces, Office of HimOTt De- 
velopment Services, Administration for Ghildren, Youth and 
Families, DHHS Publication No^ (QlffiS) 80-3bi54. 

This checklist is designed to help you decide^^rhat things 
about a day cafe arrangement are most important to you 
and your family. It can also help you make srarejroSc^ 
arfahgemeht offe^ the thih^ you believe are important. 
_ Read through the checklist and circle those items you want 
the arfahgemeht to provide. Iten, when you talk to ^possible 
caregivef of visit a home of cente:^ decide Aether the ar- 
rangement oSeis those things. Just check *'yes" of **no." Use 
the chedednoff list to help you make a decision. 
. Remember, this checklist ixies to be as cbn^lete as possible. 
Not everything will apply to youf family's situation, took at 
the headlines in the lefxhahd cblmhh to see wiiat you should 
read and what you can skip. 



DOES YOUR CHILD'S CAREGIVER . . . 



For All Ghildreh 

Yes No 

Appear to be warm and friendly? 

Seem calm and gentle? 

Serai to have a sense^of humor? ^ 

Seem to be someone witih whom you can 

develop a relaxed, sharing relationship? : : 
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Seem to be someone your child will eiy'oy 

Jteingwith? 

Seem to feel good about hei^lf and 

berjqb? 

Have child-rearing attitudes and metb.ods 

tiwt are similar to your own? 

lV«£rt; ea^ ch^^ 

Underel^d what children can and want to 

do at different stages 

Have tiie right materials and equipment on 

hand to help them learn and grow mentally 

jMiji ph^irally? 

Patiently help children solve their 

_P^M®???^__ _ 

Provide activities that encourage children 

to tJrinklidni^ throu^? 

Encourage good, health habits, such as 

washing hmds before ea^ 

Td^ toj&e cUldren^s^ thein 

to e:^res&tiiemselves through words? 

Encom^ge ddldren to express themselves 

in creative vmj^? 

Rave art and music supplies suited to 

_ of all children in care? 

Seem to have enough time to look after 

aU&e^ildrenin her (^re? 

Help yotur child to knoi«r, acs^pt, and 

feel good about himr or hei^li? 

Help yoOT f^^^ ^ome independent in ways 

you j^)?! ' 

He^lp yo^ c : '^^aara dong with and 

respert oacr people, no matter what their 

backgrounds are? 

Provide a rotSSne rad rules^fte children 

can undeiBtmidand follow? 

Accept and r^pect your family's 

_ culttffal values? 

Take time to discuss yottr diild with you 

_ regulariy? 

Have previous e^erience or Gaining in 

__ working with <Sild3ren? 

Have a yeafly phj^ical exam and TB test? 



ERIC 
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And S You Save an Infan t or Toddler (B5Qi to Age 3) 

iNo 

Seemtoei^oy raddHngyomba^ - - 

6are For yottr baBy'8j)1^8icai needs such as 

feedmg and ^^e]±ig? " - ~ 

Spend time hoj^^ playing with, 

taffimgto^yom: baby? ~ 

Projdde sfemdafion by pointing out things 

tojTOkat^touch^andlktCT to? 

Pro^de cme you can cqimt on so yourbaby 

cm learnfcjxtffit hCT ^d feel important? __ 

Cooperate wife yom efiforts to toilet 

teahi_y our toddla*?^ __ 

**eMd-5roof* tihe settmg so youi^tqddler 

can crawl or walk safely and freely? " 
Realize that toddlers want to do thin^ 

for tbeinselves and help your child to 

learn to feed and dress him- or herself, 

go to the bathroom, and pick up his or 

her own toys? 

Help your child learn Oxe language by 

talldng with him or her, naming things, 

reading aloud, describing what she is 

doing, and responding to your child^s 

words? 

And If Your Child Is a Preschooler (Aged 3 to 5_or 6) _ 

Yes No 

Plan many different activities for your 

_ child? _ 

Join in activities hereelf?. _ _ ^...^^ 

Set consistent limits whicli help your 

child gradually learh to make his or 
_ her own choices? _ _ -— - - - 

Recognize the value of play and 

ehcdiirage ybur child to be creative and 

_UTOhisor her imagination? _ - - 

Help ydiir cluld feel good about him- or 

herself bybeihg attentive, patient, positive, 

warrd, cmd accepting? _ _ 

Allow your jtSiild to dol things for him- 

or herself because she uhd^tands cliildren 

can learn from their mistakes? 
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Appendix n.9 157 

Help ;;i:;r: ^ rliild iiucrease his or her vocabulary 
< il^iih,; ooUh him or her^ readiiig 
aloud* cUkd a.tiswering questions? 

And If Your Ghild & of School Age (Aged 6 to 14) 

Yes No 

Give your cKId si^rvision md security 

but also understand his or her growing 

_ need for independence? 

Set reasonable and consistent limits? 

At the same time, aUow yo^ child to make 

_ clidicesrad^drad^ takereg^ 

Uaiierstand the conflict md confiision that 

— growing children sometimes feel? 

Help your childfoHow tteough projects, 

he]^ wit£ homework, and suggest 

_ idterestihg ffiin^ to do? 

Listen to your chiles problems and 

_ e:;;pieriences? 

Fs'^spect your (£ild he or^^e expresses 

_ hew ideas, values, or opinions? 

Cooperate wiffi you to set cle^ limits 

and expectations about beh 

Understand i£e conflicts and confiision 

older sSiool-age^lfen feel about sex, 

_ identity, and pressure to conform? 

Provide your ^ild a^ood adult 

image to admire and c^y? 



DDES THE DAY CARE HOME OR CENTER HAVE . . . 



For All Childmn 



Ah up-to-date license, if one is required? 

A clean and comfortable look? 

Enough ^aceindobrsoad out so all the 
_ children can move freetyjmd^safel^^ 
Ehou^ caregivers^to give attention to all 
of the children in care? 



EKLC 



Yes No 
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Enough immture, play t&in^, and ot£cr 

equipment for SI tfie c&il9ren in cOTe? .^^^ . 

Equipment tfiat is safe and in good repair? . 
Equipment and materials t&at are suitakle 

fortheagesof tBe^ldfenincare? ^ 
Enough room cmd cots or cribs so i£e 

children can take naps? .^^.^^ . 

Enough clean bathrooms for all the 

cliildreh in care? .^^^ . 

Safety caps bh electrical outlets? ..^^^ . 

A safe place to store medicines, hous^old 

cleansera, poisons^ matciies, shs^ 

imtixunents, and other d£mgeit>its it^ 

Ah alternate eidt in case of fire? ^^^^ - 

A safety plan to follow in emergencies? ...^^^ - 

An outdoor play are^ that is safe, fenced, 
_ and firee of litter? z^z::^ - 

Enough heat, light, and ventilation? - 
Nutritious meals and snacks made with the 

kihdsbf fo(>dybu waht^burcliild tbeat? ^.^^^ - 
A separate place to care for sick childrer 

where tjbiey bah be watched? -- - 

A first aid kit? _ 

Fire extihguishers? ^^-..^^ - 

Smbke detectbrs? _ — ..^ 

Covered radiators and prbtected heaters? 

Strong screens br bars bh wihdbws 

above the first flbbr? - 

And if You Have ah Infant br Tbddler (Birth 1 > Age 3) 

_ _ Yes No 

Gates at tops ahd bbttbms of staira? 

A potty chair br special toilet seat in the 

bathroom? _ _ _ 

A clean ahd^safe place tb chahge diapers? .^.^^ 

Cribs with finhhiattresses cbvered in 

heavy plastic? _ _ _ _ 

Separate crib sheets for each baby ih care? 

And if Your Child Is a Preschooler (Aged 3 to 5 or 6) 

Yes No 

A stepstooi in the^bathroqm so your 
pre-schooler can reach the sink and toilet? 
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And If Your Child Is of School Age (Aged 6 to i4) 

Yes No 

A quiet place to do homework? - - 

Places to store personal belongings? - 

ARE THERE OPPORTONlTlES . « . 

For All Children 



- Yes No 

To play quietly and actively; indoors 

__ and but? 

To play alone at times and wi% fiiends 

_ at other tiuaes? 

To follbw a scliedule that meets young 

^ildreh% heed for routine but that is 

flexible enough to meet the needs of 

_ eacTi cTiild? 

To use materials and equipment thftt help 

children learn hew physical skiils and 

_ control and exercise their muscles? 

To learn td^t along, to share, and to 

_ respect themselves and otfaera? 

To learn about their own and bthera' 

cultures through art, music, books, songs, 

_ games, and other activity 

To speak both English and their fa 's 

native Ifiuiguage? ^ 

To watch special programs on tel jic 

that have been approved fey you.^ . 

And U bu Have an Infant or Toddler (Birth to Age 3) 

Yes No 

To crawl^and explore safely? 

To pi^ wth objects and toys that help 

irrfants to develop^their senses of touch, 

sif^t^ and hearing (for example, mobiles, 

nriiTors, cradle ^mj3, crib toys, rattles, 

^mi^ J;q squeeze and roll, pots and pans, 

nesting cups, different sized boxes)? 
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To take part in a varieiy of activities 
ffiat are sttited to toddlers' short attention 
^ans (for example, pimles, cars, 
books, outdoor play equipment for active 
pls^y; modeling clay, clocks, boxes, 

container, for creative pli^)? 

And If your Child Is a Presdiooler (Aged 3 to 5 or 6) 

Yes No 

To play with many different toy^ and 

equipment that enable preschooiera to use 

their iinaginations (fbr example, books, 

musical instruments, costumes)? ^ — — 

To choose their own activities, for at 

least part of theday? : 

To visit nearby places of in terest, sudh 

as the park, the library, the fire house, 

a museum? ^ — . 

And If Your Ghild Is of School Age (Aged 6 to 14) 

Yes No 

To practice their skills (for ^^xsiinpTe, 

^rts equipment, xnusiccd instnimehts^ 

_ drama activities, craft projects)? _ — ■ — ^ 

To be with their own firiends after school? -JL^ 

To do homewbrTc? _ _ _ 

To use a variety of materials and e j lipment 

including: art matenals» table games^ 

sports equipment, books, films^ and 

_ records? _ 

To use cbmmuniiy facilities suchiis a 

baseball field, a swimming pool, & 

recreation center? 
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Cheeklist #2 



A QOESTIdNNAjRE FOFLPAREENTS TO USE Wi-JEN 
EVALUATING CHILD CARE 

_ Make a list of tfie cfiild care facilities you wish to explore. 
Bring this sheet wil£ you to^see how many of the questions 
are answered YES. toofa may be deceiving— be objective! 
This should make your choice easier and naore rational. What 
is important to you in terms of your clrild% mental and phys- 
ical growth? Don't do your searching at the last minute! 

NAME OF FACILITY 

DATE WSn^ED - 

1. Is the child care facility licensed? (Ask to 

see the current license.) 
^« is tibie lo^tion convenient to your home? 
3; is yqiir initial reaction to the f&ility 

positive? (Trust your feelings.) 
4; Arr^ 41 the costjr> vvritten out and easily 

available for yuu to read? 
5; is there extra after-hoiu's care available 

in c ase of emergency or inability to reach 

the facility at your prearranged pick-Up 

time? 

6. Gaja you visit the facilily duting regular 

operating hours before registering your 

childreTt in the program? 
7; is &e number of adult caregivers sufficient 

for the child^^-r present? 

8. Do ihe cOTegivers TEACH in addition to 
seeing after the usual basic needs? 

9. Boes the staff appear to eiyoy caring for the 
children? 



YES NO 
YES NO 
YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 
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19. Is tbe staff at eye level with tlie children 
when engaged in activities with them or do 

they stand above them when playing or 

instructing t>^ -m? YES NO 

11. Do'-^j the iaciiity appear to be clean? YES NO 

12. V/iii the stfiff allow you to exfiutnine the 

entire premises? YES NO 

13. Gan parents visit whenever they wish? 

{Restricted visiting times are improper.) YES NO 

14. Do the cTxildreh cdi^ady in the fiicility 

appear hapj^/sad? ^Circle one.} _ YES NO 

15. Do the: adults and children interact? YES NO 

16. Does there appear to be enough space for the 

number of children present? YES NO 

17. Is there a sleeping Cquiet) area large enough 

to acxbmmbdate all the children? YES NO 

18. Are beds, hammbckEu or mattresses 

avfulabletbsleepbn? _ YES NO 

19. Does eacli child have a specific place for 

his/her own belongings? YES NO 

20. Are all the medicjnes^dpbis^^ 

subsjahcels LOCKED UP? (Ask to chec^^ YES NO 

21. Isa Ust bf tiiemeals/inacks 

available (Ask to see it.) YES NO 

22. Are the mealsy^hacks nutritibus and 

• balanced? YES NO 

23. Are infants fed lying dbwii? (Bottle propping 

is unhealthy.^ YES NO 

24. Can ybur child get a special diet if 

necessar^r _ YES NO 

25. Are all the toys to play with at the facility 

chbf sn with safety in miiid? YES NO 

26. Are there many toys present for your child's 
particular age? YES NO 

27. Is there ah outside area available for play 

activities? YES NO 

28. Does the btitside area appear to be planned 
for safe playing? (Hard surfaces and rocks, 

high climbers^ slides, swings are dahgerbtis.) YES NO 
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29. Is there a written plan for p!ay activities? 

_ (Ask to aee it.) YES NO 

30. Are inside and outside play supervised all 

__ tiie time? YES NO 

31. Are tlie older and younger children playing 
together or in their own age groups? (Mixed 
play leads to a higher percentage of 

__ accidents.) YES NO 

32. Is a large part of pla^ 
television viewing? (ISis is not 
recommended and may be haimSil if 

_ _ pr^cunining is not careftdly supei^ed.) YES NO 

33. Are the parents encbi^ged to becom 

_ involved in any activities? YES NO 

34. Are leanxihg experiences availahle^ro 
the facility for the parents? (Some chSd care 
centers have parenting smA olfier classes 

scheduled.) __ YES NO 

35. Does the staff regularly meet with 

__ individua parents? (Ask how often,) YES NO 

36. Do the caregiver have a written poliqr 

_ concerning discipline? (Ask to read it.) YES NO 

37. Are there policies for tiie care of iH 

_ children? (Ask to see tfiem.) YES NO 

38. Is there a holding area for ill children? YES NO 

39. Will the caregivers administer prescrihed 
medicatibiis to your diildfeh? YES NO 

40. Is there a physician consultant for ^e child 

care facility? ^S NO 

41. Have pez^dnnel had training in fi^t aid and 
infectious diseases? YES NO 



tt YOU HAVE Al^, 7 ^?HKefs^ TALK TO YOLTR pOC- 
TOR ABOUT THE >GD tUCK EN YOUR SEARCH. 

Prepared by 
Bruce M. Gach, M.D. 
tivermore, (Jalifomia 
Rev. 10/85 
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Checklist #3 



INFORMATION ABOUT CHltD CARE 



TYPES OF CARE: 
Liceiised- 

L Child Caie Centers (noraet-y schools, preschddls, infant 
centers) -"^provide full- or part-time care. Care is provided 
in a group ^stting in a buildfng which has passed licensing 
standards for child care (commimiiy center, church, 
school, specially designed facility). A maximum of four 
diildren under two years of age for each adult caregiver. 
A maximimi of 12 chUdren over two yeaiB of age for each 
adult present. 

n. Family Child Care Homes— provided in homes of caregiv- 
era. 

a) Small— sis or fewer children including iiioss of the 
provider. Limited to three children under two y-vrors of 
age if children over t^'O yeatis of age are being cared 
for at the same time. 

b) Large— seven to 12 children including those of the pro- 
vider. Another adult assistant must be present at ill 
times. 

Nbillicensed: 

I. In-Home Care— provider cordes to parent's/child's house 
_ (most expehsiveL 

n. Cooperative or Shared Care-^ informal agreements be- 
tween families sucli as shared baby sitting,^ child care 
exclianges, play groups witliL shared responsibilities and 
other aiTM jements^ No adult/child ratio required., 
in. Family Day Care Homes -^provider caring for only one 
other family, including her own. There is no limit to the 
number of children. 
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WHAT DOES LICENSING M^KK^ 

_ A license only means that tfie mci*p.s.mx. r?o\iiers 
have met health, fire, and safeij standards, 'i'ta i la-e inm- 
imal at best. Also, there is a specified 3^'%^cB'^)c; ratio and 
capaciiy for the facility ^^ch must he zxtf'in'^^fi^ed. Basic 
director and teadier qusdifications are required pez^onnel 
have been fingerpnnted and none have kn< wx :imind rec- 
ords. An initial visit to the facility has been completed at 
the tizne of licensure by the local Department bt Socisi Ser* 
vices. Another visit will occur on applicatibir restewd tfiree 
years later unless some complaint is brbu^b against the 
faciliiy. Then the visit is sooner. 

HOW DOES A PARENT KNOW IF A FACIUTY IS 
mfELI^CTUALiy AND SOCIALLY ADEQUATE 
FOR HIS OR HER CHILD? 

Sin^ Hcensmg does not monitor ffie program's co^c^ or 
i&e actu^ cOTe in the feciliti^ it is up to eacl^parent to 
evaluate his or her child's care. A dtild care jtrrangeme^ 
should not be considered only a drop-off and pick-ttp point 
so a parent may go tc work. It may be the ^Id's mcg'or 
contact with socisdization and learning dunng the weekdcQ^ 
waking houra. Talk to your children about feeir day; observe 
whe&er they are happj^ 



WHO CAN HELP PARENTS CHO OSE WHICH 
CHILD CARE FACIUTY IS BEST SUITED FOR 
THEIR CHILD? 

Every county in California, for example, has locsd Resource 
and Refcn'ai agencies which may be contacted. These ^'R and 
Rs" have curre:at information concerning ihe care available, 
types of special programs, and pb^ible subsidies to pay for 
care. Ifiey usu^y list all ffie licensed facilities, but may 
have information on some of the nb^icensed ca^ alsb. The 
lbc£d state department of Soci^ Senaces office has a list bf 
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licensed facilities cnly. The telephone numhei^ for Child Care 
Resource and Referrd/ or Information and Iteferral agencies 
or the Department of J5ocial Services is in the telephone di- 
rectory. Another excellent source of information is other par- 
eats who have or have had their children in local child care 
facilities. Use the information from all these sources to make 
your choice. 



^HAT SHOULD RARENTS WATCH FOR JNmEIR 
CHILB IF eONeERNEB ABOUT POSSIBLE 
PROBLEMS AT A CHILD CARE FACILITY? WHAT 
SHOULD THEY DO IF THEYBEUEVE A PROBLEM 
EXISTS? 



Watch for unwillingness to return to the facility, beyond 
the usual hot wanting to separate from parents; wanting to 
wecQT more clbtiiing, especietlly underclothes; change in uf ual 
eating or toilet habits; fear cf going to sleep or ni^tmafes 
for ho appsireht reason; illness whi& gets better as the day 
progresses; hot wanting to tSk about what was done at the 
caregivers'; fear of strangers more than usual; bt£er changes 
you feel are abnormal. If you are cohcerhed, talk to your 
child and tell him/her that it is all right to tell you about a 
problem even if sbmebhe tAd them hot to talk about it. Look 
for any marks otx the skin ^ich cannot be e^laihed from 
your observation of the child's activities. If you feel that a 
problem exists at a facility— licensed or not— contact your 
local Child Frbtective Agency listed in your telephone book. 
You may also contact the local Departmmt of Socisd Services. 
The facility will be investigated— itV rc:quifsd by law— al- 
thbu^ ybu may nbt SBt a pei^hal report bf thw finding. 
Expect that y on will also he interviewed by ah j3^x^riehced 
pei^bh who h^ been trained to handle cases similar to y^^iu^. 

Do NOT go to the provider and eor ^rohi: her or hiw with 
your suspicions if ybu feel a problem exists. This may ha: m 
any investigation and pbBsible evidence. Rembve youi' child 
frbm tihat caregiver— ybu'U never be at ease about that person 
again. If ybu have hiahy doubts abbut whether a prbblem 
exists, talk over ybuf concerns with other parents using the 
same sburce bf care to see if they have similar concerns. 
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IS. fHERE SOME SORT OF GOVERNMENTAL 
HELP TO MEET THE EXPENSES OF CHH^ CARE? 

There are Federal and State tax credits curreutly available. 
Some businei^s subsidize child care— ask your employer if 
such a program is a benefit. Contracting agencies such as 
the *'B and Es" have various subsidies available. Unfortu- 
nately, the. list of applicants for these monies is usually filled. 
Ask to have your name placed on the waiting list. 

BRUCE M. BACH; M.b. 
Livermbre, California 
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Cheeiclist #4 

HpW Td CHOOSE A GOOD EARLY CHILDHOOb 
PROGRAM* 

Wfiat s&oul^p^ents look foi^ m selecting a good early 
c&ild!i66d program? 5te most popuim: public information 
brocfinre from fi6e National Association for theJE&cation of 
Yojmg ehildren (N^YG) has just been re refiert 
current research ffittd^heory L^J^^_f°J_y°55i 
cfiildren in group prograias. Teacfiera md ^^c^ors 
also have found it usefid for evSuation rad strff develop- 
ment. 'How to Ghoose a Good Eariy CMl&ood Rrogram*' is 
reprinted in this issue of Young Children so that all NAEYG 
merobera will know how valuable tte iSqimation is^for par- 
ehts^ iJie media, decision ititkers, foxd our profession. 

A gvM)d early childhood program can benefit your ^^*ild, 
ybuf family, and your community Your ^Id's educational, 
physical, pexBohal, and sbci^ development will be nurtured 
in a well-planned program. As a parent, you will feel more 
confident when your child is enrolled in a suitable pro-am, 
and the time your family spends toother will be more satis- 
fying as a result. Early childhood education plays an mpor- 
taht role in supporting families, and strong families are the 
basis of a thriving cbmmxmit^ 

If you are thinking about enrbilixjg ybur cliild in ah early 
chil^ood prbgram, ybu prbbably have already decided upon 
some bf ybur basic pribrities, such as Ibcatibh, number of 
hbura, cbst, and type bf cafe fliat best suits ybm' clilld. If 
ybu feel that a group prbgram is appfbpfiate, ybu can bbtein 
a list of licensed pf ogf ams for young children from ybuf local 
licensing agency. Then ybu can call sevefal prbgrar:?? For 
fufthef ihfofmatibh, and afrahge to visit the pf bgrams that 

♦Reprinted from; How to Chbbse^a Good EaHy Childhood Program. National 
Association for the Education of Young Children (NAEYC), 1834 Cbhhecticut 
Avenue, N.W., Washington, D.C. 20009. i November 1983. 
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seem best /or yen and your child so you can talk with 
teadieiB, directors, and other pai^nts. 

What should you took for in a good eaHy childfwod 
program? 

JE^fessionals in early childhood education and child de- 
yelopmeiit have foiind several indicators of good quality care 
tOT preschool cWldren You will especially want id mee^ the 
adito whojwdU caare for your child— they are responsible for 
every aspect of the program^ operation^ 

Who will care for your child? 

1. The adults enjoy and underst^d faow young children 
learn anck grow. 

_ Are the staff memSctevs friendly and considerate kO eacli 
child? 

Do adult expectations viBxy appropriately for c (dren of 
different ages and interests? 

_ Do_the_staif members consider themselves to profes* 
sibhals? Do they read or attend meeting to continue to 
lemn more about how young children grow and develop? 

Do the staff wbrTc towmd unpn^ving fee 5uaiity of ti^e 
prbgrani^ obtaining better equipment, and making better 
_ use of the space? 

2. The si y view themselves positively and feerefore 
can coiztinually foster einldi en's emotional and social 

cf4v5>^.t>^.iit4eiit. _ _ 

Do iLe staff help cliildreii feel good about feemselvea, 
their activities, and other people? 

Do the adults listen to children and talk with fiiem? 

Are the adults gentle while being firm, consistent, and 
yet flexible in their guidance of children? 

Do the staff rnembeiB help cliildren learn gradually how 
^jbnsider others' rightf ?:jid feeling, to take turns and 
shjare^ yet alsb tb stand up for personal rights when neces- 
sary? 
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When childn ;v:/^ angry or fearful, are they helped to 
deal with their imlingB constructively? 

3. There are enongh adults to work with a group and 
to care for the individual needs of children. 

Are there at least one teacher and an. assistant with 
every group of children? 

Are infants in groups of no more than eight children? 

Are two- and three-year-old children in groups of no 
more than 16? 

Are four- and five-year ilds in groups of no more than 
22 cMi^n? 

4. Aii staft membera woric togetiher cooperative!;^ 

Do^ the staff meet regularly to plan and evaluate the 

program? 

*^?yj^iy°S_tq adjust the daily s^; bivities for chil- 

^^^'s IT}'. nts? 

6. Staff observe and record :^hiid B prcgres;? and 

development 

_^^^^A^^3^_^AS^}1^^^^^ sfo'engths and show pride 
in ^ehr accon^lishments? 

A^ records used to help parents and staff better under- 
stand &e cKld? 

Are the staffresponsible to parents' concerns about their 
child's development? 

What program activities and equipment are oj^red? 

1. Hie environment fosters the growtii and development 
of ybiing children working and playing together. 

Pees the center have realistic goals for children? 

.hre activities balanced between vigorous butdbbr play 
and quiet indoor play? 

Are children given opportunities io :?elect activities of 
interest to[> them? 

Are children encouraged to work alone as well as in 
sniall groups? 

Are self-help skills such as dressing^ tbileiihg^ resting^ 
washing, and eating encouraged as children are ready? 

Are transition times nK>rbached as pleasant learn?'' f 
oppbrtiinities? 
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2. A good center provides appropriate and soMcient 
equipmeni and play materials and makes ftem read- 
ily available. 

Is there large climbing equipment? Is there an ample 
supply of blocks of all sizes, wheel toys, bails, md dra- 
matic play props tb_ foster physical development as well 
as imaginative play? 

Are there eimple toils and hahds-oh materials such as 
sandi clay, water, wood, and paint to stimulate creativity? 

Is there a variety of stuidy puzzles, construction sets, 
and other small manipulative items available to children? 

Are children's picttSe books age-appropriate, attractive, 
and of good literary quality? 

Are there plants, animals, or other natural science ob- 
jects for children to care for or observe? 

Are there opportunities for music and movement e:xperi- 
ehces? 

3. CHildreh are helped to mci^ase tfaeir jangi^ skills 
and to expand &eh understandttng of the v(rorid« 

Do the cMldreh freely talk with each other and the 
adults? 

Do the idults provide posiHve language models in de- 
scribing objects, feelings, and experiences? 

_ Does the center plan for visitors or trips to broaden 
children's understandings through firsthand contacts with 
people and places? 

Are the cliildreh encouraged to solve their own prob- 
lems, to think independently, and to respond to open-ended 
questions? 



How does the staff relate to your family and the 
community? 



1. A good program considers and supports the needs 
of the entire himily. 

Are parents welcome to dbserye> discuss jpdlicies, mi^e 
suggestions, and participate in the work of the center? 

Do staff members share with parents the highlights of 
their child's e^eriences? 
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Are the alert to martAera a^ctmg any member of 
the familjMvhich m£^ dso affect the cfflS? 

So^he Bteff respect famiUes ffom varying cidtures or 
backgroimdr? 

Does the center have written policies about fees, hours, 
hoUd^, iline^, wad other consiSerSions? 
2. A jood center is aware of and coxitrtbiites to commu-* 
mty resomi^es^^ 

Do the staflf^Me hifbrmation about commuhiiy recre- 
ational mdlera^gopportm^^ families? 

Do tiie staff refer fan^y members to a suitable agehqy 
whe^ the need^raes? 

Are volunteers from ti&e communily encouraged to par- 
ticipate the ceSer*s activitieB? 

Does the center coHaborate with other professional 
groups^to provide t£e best care possible for children in 
tiie community? 

Are the faciti^ and progmm destgmd to meet the varied 
demands ofyoicng children, their families, and the staff? 

1. I%e &e£dtfi of children, staff, and parents is protected 
and promoted. _ _ 

Are the staff alert to the health and safety of each child 
and of themselves? 

Are meals and snac^ nutritious, varied, attractive, and 
served at appropriate times? _ 

Do t£e staff wash, hands with soap and water before 
handling food and after changing diapers? Are children's 
hands washed before eating and after toileting? 

Are surfaces, equipment, and toys cleaned daily? Are 
they in good repair? _ _ _ 

Does eacli child have ah individual cot, mat, or crib? 

Are cun*eht medi(^rec6rdfiLand_eniergeh(y ihfonnation 
maintained for each cliild and staff member? Is adequate 
sick leave provided for staff so th^ can remain at home 
when they are ill? _ _ 

Is at least one staff, member trained in fli^ aid? Does 
the center have a headth cohsultaht? 

Is the building comfortably warm in cold weather? Are 
the rooms vehtilaited with fresh air daily? 
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2* The facility is safe for children and adults. 

Are the building and grounds well lighted and free of 
hazards? 

J^e furnishing, sinks, and toilets safely accessible to 
children? 

Are toxic materials stored in a locked cabinet? 

Are smoke detectors installed in appropriate locations? 

Are indoor and outdoor surfaces cushioned with mate- 
rials such as carpet or wood chips in areas with climbers^ 
slides, or swings? 

every staff member know what to do in an 
emergency? Are emergency numbers posted by the tele- 
phone? 

3. The environinent is spacious enough to accommodate 
a variety of activities and equipment. 

Are there at least 35 squ ? feet of usable playroom 
floor space indoois per child and 75 square feet of play 
space outdoors per child? 

is there a place fbr each child'^ personal belongings such 
as a change of clothes? 

is there enough space so that adults can walk between 
sleeping children's cots? 

If you have remaining questions about how to select a good 
program, consult an NAEYC Affiliate Group, the early child- 
hood department of a local college, your state licensihg 
agency, or others knowledgeable about early childhood 
education. 
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Checklist #5 

PblNtS TP THINK ABOUT IN CHOOSING A FAMILY 
DAY CARE HOME FOR YOUR CHIbE^ 



Q. What is a Family pay Care home? 

A. K is a home in wBch cBldren 1^^^^^^ 

onl^ Here they receive care from a motherly pei^on, who 
is not related to them. They go to their own homes and 
pEorents^at ni^t. 

How many cfaMdren may be cared for in a Family 
Dasreare hqine? 
A. Not more thm two younj^tera if they are under two yeaiB 
old, jmd never naoreftffli five c 

What kind of person makes a good F:unily Day Care 
mqdier? 

A. A friend!}^ healthy person of good character and reputa- 
tion. 

How about ^e o^er membera ^ her family? 

A. Ihey should 5ll_be_health^ as shown by recent medical 
exOTttination report of each one— includhig a chest X-ray 
of each adult in the home. Ihen you are sure that they 
are in satisfactory ph5^ical condition. 
What do t look for m a Family Care mother? 

A. is she kind and does she^ like your child? Is she motherly 
^^M*^ children who stey with her? Does she un- 

derstand \^^at each child needs— proper diet, pla^, rest, 
etc.? 

Q. How cai^i tell i;^etiher tUs is a good home for my 
cfaHd daring fte day ^dien i am away from him? 

A. Are you comfoiteWe the Family pay Care mother? 
Do you Jike and Irast^ her? Does she ask questions that 
wffl help her to raderstm^y^ better? Does she 

a^ee with you about important things? 

% How much wfll^haye to pay? 

A. Ihere is no set amount, this must be worked out so it 
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is satisfactory to ydti and to her. Do hot leave your child 
until you have a clear and definite agreement. 

Q. How do I know whether a home is licensed or ap- 
proved by ;ile Health Depaiiiheiit^br whether it is 
in the way to getting a license? 

A. Ask the family day care mother. If she has ho license or 
approval, ask her to get in touch with the Health Depart- 
ment. 

Q. What do I look for in the home? _ 

A. Be sure the home is safe, clean, and in good repair. The 
rooms should be lights properly heated and well venti- 
lated. Is there ^ace to play^ indoors and outdcbiB? Is 
there a clean, airy place for a rest? Is the kitchen^cleah? 
Is there a refiigeratdr? Is the bathroom clean? Does it 
have a toilet, and a wash basin with running hot and 
cold water? 

Q. What responsibility do I have before I leave my child 

in a Family Day Care home? 
A. It is most important for you to do the followihg: 

Write down your child's real name, his hick-name (or 
pet name), and date of birth. 

Write down your own name^ address^ and phone 
number, and that of your spdiise. 

Write down the name, address, and telepliohe number 
of the doctor or clinic for your child^ in case of any 
emergency. 

Write down that you give the Family Day Care mojttier 
your permission to take your child to this doctor or clinic 
in case an emergency. This is most important for you 
to do. 

Write down the name, address, and phone number of 
the place where you can be reached during the day. 

Give the Family Day Care mother an up-to-date record 
of a physical examination of your child by a doctor, with 
any advice or recdmmendatidii he or she may have regard- 
ing your child. 

Tell the Family Day Care mother about your child's 
eating and sleeping habits, his toilet habitSi the things 
he eiyoys, and the thinp he is afraid of Help her to 
know your child. Can he wash and toilet himself? Does 
he have a favorite toy to go to sle^ with? 
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Q. How call I be most help to my child said to &e 
Family Day Care mother? 

A. By EQaking one or more visits to the home with yom child 
befbre you leaN^ him there, t^lk to your child naturally 
and easily so as to be sure he understands mid &tows he 
will continue to live with you. Give him time to under- 
stand and to become familiar with the new situation. Al- 
ways be tinthfiil. Do not make ai^ promises you do not 
expect to keep. Answer his questions. 

Q. How long wHl it take him to become adtjusted? 

A. This varies greatly and depends on the age of the child 
jmd on how comfortable he is in the new home. Give him 
time to get used to it. If he seems worried or anxious tiy 
to st^ with him for a time each day. Bring one or several 
of your child's favorite toys and/or blanket. Talk with the 
Family Day Care mother each day so you arid she can 
keep eaS other up-to-date about your youngster. 

Q. Wffl it be upsetting in the begiimini^ 

A. it may be hard in iSae beginriirig for jail three of you. Try 
to be understanding, supportive, arid patient. _ _ _ 

Q. How can I faaow wfaeifier I am making a_ mistake? 

A. See whether the youn^ter is bvercbriiing his fears about 
being left rad re bea)m interested in goirig. See 
whether he eats and sleeps well when he is athijriie. Is 
his color good? is he normally active arid spry? Does he 
talk about the ffiin^ he does and what happeris during 
the d^? Does your doctor feel he is 0.K.? 

Q. If I am worried and unhappy about my child in the 
Family Day 6are hbme^ where cam I get help or ad- 
vice? - - 

A. Periiaps from your htisband br_ someorie in your family 
whose judgment you trust; perhaps firom a professional 
person who wbfts witlLcTuldreri and fariiilies^ like your 
doctor or minister^ or a Depari;riierit of Health Corisultarit 
in the Division of Day Gare. 

When you have seeri your cTiild thrive in his Faniily 
Day Gare Home, you can be sure you have chosen wisely. 

THE DIVISION OF DAY CARE 
BUREAU OF CHILD HEx\LTH 
65 Worth Street 
New York, NY 10013 
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Ohecklist #6 



QUESTieNS AND ANSWERS ABOUT CHILD CARE 

T^e following are questions parents frequently ask about 
child care: 

__![ g^ty about having someone else caire fbr 

my clrild; Won't this separation interfere with my child's 
deveiopment and our relationship? 

A^ilable evidence indicates that the opposite is trtie. There 
are many books, papers, and manuals that support the idea 
that quali^ day care sendees usually enhance child matura- 
tion and development and may improve the parent-child re^ 
iationship. 

Is day care harmful to the physical health of iny child? 

Children in high quality day care compare very favbrably 
vdth children reared in their own home in terms of physical 
health. The advantage of early decectipn and treatment of 
illness appears to far outweigh tho slightly increased possibil- 
ity of picking up mild infections stich as colds and diarrhea. 
Also, a carefully planned nutrition program can not brly 
improve the health of the child, but also provide nutrition 
education for both the^ c 

is day care harmfid to the mental and social develop- 
ment of my child? 

_^^]?We evidence appeal^ to indicate that children in 
child care compare very favorably developmentally with chil- 
dren who remaij^ at home with their parents. ITie benefits 
of deveioping cognitive, affective, and social skills through 
interaction with other children and nonfamily adults in a 
safe, structured setting supervised by a caring^ knowledge- 
able ad^t are fm- greater than the possibility that the child 
will miss some of the warmth and depth of the parent-child 
relationship. 

WiH my child love and respect the caregiver more than 
me? 

i.9g 
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There is abundant evidence that children in day care still 
look to their parents when there are decisions td be made 
and prefer their parents in t'jnos of stress. It is not the 
ardbunt of time parent and child are together that establishes 
appropriate bonding and attachment, but rather the quality^ 
security, and predictability of that iiiteractibn. 

Will a child who attends a day care center br nurseiy 
school be bored when he or she goes to school? _ 

AH the evidence appears to show that this is not true. The 
gains children make in embtibnal, social, and cbgnitive well- 
being in quality deyelbpmehtal c^y care appear to improve 
their mbtivatibn for leaiiiing and hence their schbbi perfbrm- 
aiice. 

_ Will the day care center or biher caregiver handle my 
child diiKerenily than I do and make it difficult for me 
to rear iny child tilie way I want to7_In shorty. wiU my 
child be brainwashed and alienated &om the family? 

The best way to aybid this problem is for parents to be 
invblyed with their_chi]d's care and tb communicate with the 
caregiver. If the dif!erences are tbb great, a change of setting 
is advisable. 

Friedman DB, Sale JS, \Veihsteiri _V: Reprinted with permissi dh 
from Child Care and the Family, Natibrial Committee for Preven- 
tion of Child Abuse; ISBN 0-937906-39-5; Chicago; IL; 1984 
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Summary Of Clues To Child Abuse 

Historical 



1. Unexplained or inadequately e:!q)Iained iq'uries. 

2. Changing explanatidns of iiy'uries. 

3. Injuries explained by caregiy^ as resulting from child 
behavior iinpossible for that stage of development. 

4. Alleged self-inflicted or third-party inflicted iiyuries. 

Physical 

5. Excessive bruising or skin injury, especially in unusual 
locations. 

6- Repeated iiguries (even if apparently accidental) and fail- 
wce to thrive. 

7- l^^cd identifiable lesio^^^ spiral or chip fractures) 
or marks (e.g., strap marks or inunei^ion bums). 

8. Head and neck (including retinal hemorrhages and sub- 
dural hematomas), genital and abdominal visceral 
iiyuries. 

Behavioral 



9. Inexplicable changes in child behavioi^ including hyper- 
ahd hypo-activity, over- and undercompliance, e.g., no 
selectivity in friendly approach to adtdts and/or child's 
claim of mistreatment. 
ID. Changes in adult attitude toward or behavior in relation 
to child. 

11. Inappropriate behavior of signir'icant adults in interview 
situation. 
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12. Belsor in seeking medical attention for child, lack of in- 
terest in cliild's medical condition or well-being, and/or 
refnsal or failure to follow appropriate therapeutic recom- 
mendations. 

Prepared tsy 
Alma S. Friedman, M.S. W. and 
David B. Friedman, M.D. 
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Characteristies Of Abusive Adult Family 
Members 

1. AppeS^dependent and show need of niirtiirance 

a. Depri^ion experiences and/dr often abused as children 

b. Negative or poor self-image 

2. Fear of relationships 

a. Isolate themselves 

b. Mjdce themselves difficult to like 

3. Lack of Support systems 

a. Unable to reach out 

b. Never learned to ask for and receive help 

4. Marital problems 

a. Ghoose jnate like themselves 

^\ ^^^^4_9^ children often means of communication 

5. Life crises 

a. Hnabie to control own life 

b. La^ self-control 

c. fiopulsive behavior 

6. fcability to care Jbr and protect child 

a. See cMd^ "speciar 

b. E^ectation that child fill adult needs 

c. Inappropriate expectations of normal and handicapped 
child 

d. Role reversals 

e. ehild^^^nsion of self or jiving through child 

7. Lack of nurturing child-rearing prM^ 

a. Abt^e or neglect in adult^s childhood 

b. ftoblem with "inner child of the past'* 

c. €onfusion of discipline and punishment 

d. eultural and subcultural punishment child-rearing 
practices 

Prepared by 

Alma S. Friedman, MSW and 
David B. Friedman, M.D. 
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Recpmmendat For The Immunization 
Of Care^givers [n Child Day Care Centers 
(Centers For Disease Control 1983) 

fiomitmty to *he foUov^ is reconunended for 

raregiversjn child day cme centens: 
DipEliieria, tetantis, mumps, measles^ pcliomyelitis, rubella 

A record indicating immunity to these diseases must show 
the following: 

BipHfieria ratd tetanus: 

eompletiqn of a primary series (3 doses) for tetanus and 
diphtheria; boosters within the past 10 yeai3. 

Mumps: 

Vaccinatibn with mumps vaccine bh or after the first birth- 
day^ or 

Date of pliyiician-diaghbsed mumps disease^ or laboratoiy 
evidence bf imniunity. 

Measles: 

Immunization of individuals bom after 1956 (persons born 
before 1956 are considered immune); 
Vaccinatibn with Kve measles vaccine on or after 15 months 
of age, or 

Date bf physician-diagnosed measles disease, or 
Labbratbry evidence of immunity. 

Polio: 

Vaccination with a primary series (3_br more dbses) of pblib 
vaccine fbr any caregiver less than 18 years did or still in 
high school. 

Rubella: 

Vaccination with rubella vaccine on or after &e first birth- 
day, or 

Labbratory evidence bf imttunity; 

Immvihity to this disease is especially important for women 
bf cliildbearihg age. (A histo^ of rubella disease is not 
adequate evidence bf ixnmunity.) 
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Measles, mumps, rabeUa vaccine ^ould be used if a care- 
giver is ihought to be stasceptible to more ^an one co^onent 
of measles, mumps, and rubeUa. Ifiere is no^^dence of a^^ 
verse reactions following vaccination of individusds Vi^o are 
immune. 
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GUIDELINES FOR HEALTH SUPERVISION 



dilld and ^ily is unique; therefore th^ Goidelin^ for 
Heajtti S_ui>eryl8|ph of Children and Youth^ are designed for 
the care of children who are receiving (^petent parenting, have 
no Fnanifestattohs of ari^ jrnporiaht healtt) pipbi^^^ 
Ing anddeveloping in satisfactory fj^ion. _AddltlDnai visl^ may 
g»pbrm fMOKBsary If circumstance suggest varlatibns from nor- 
mal: These guidelines represent a consensus by ttie Committee 
on .Practice and Arrjbulatp^ Medidnej Jn consultation^ the 
membership of ttie American Academy of Pediatrics through the 



Ciiapter Chairmen. 

The^mmlttee^e^ g^rejrtlrnjwrjpu^^ 
of care in comprehensive health supervision^ and the need to 
avoid fragmehtatldh of cari^. 

A prihatal ylsit by the parents for anticipatory guidance and 
pertinent medical history Is strongly recommended. 

_ J9e|tli8MF^M8lbh should begin with rnedlcal care of the new- 
bom In the hospital: 



AGE^ 

HISTORY 

Initial/Interval 

MEASUREMErrrS 

Height and Weight 

Head Circumference 
Blood Pressure 

SENSORY SCREENING 

Vision 

Hearing 

DEVEt^EH^. ASSESSMENT^ 



INFANCY 



B e 12 



EARLY CHlLdHOdb 



-li -»*- -24- 

tnoa mos. yn, yn. 



LAtE CHlLdHOdb 



yra. yra. yra. yra. yn. 



ADOLESCENCE 



20* 

r*. r*- r*- r*- 



o r. I 

jC^i f 1 
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PHYSICAL EXAMINATION^ 

PRbCEDURES^ 

H6red./Metaboilc Screening^ 

Immunization^^ 
Tuberculin Test 
Hematocrit or Hemoglobin^^ 
Urinalysis'^ 
ANTICIPATORY GUIDANCE'^ 
INITIAL DENTAL REFERRAL'^ 



1. Committee 00 ^ac<ic8 and Ambuiatoiy Medtdne. 1981. 

2. Statement on Continurty o* Pediatric Care. Committee on Standards of Child Health 
Care. 1978. _ _ _ _ _ _ 

3: Statement on Fragrnerttatton of Pediatric Care, ([^xnn^ee on Standards of Child 
Heanh Caria. 19^. 

4. If a iSSId axnw under care f^ ttw first lime at any point on the S^oChjte,_or_H' 
any Items are not acoxnpiished et thejuggested age, the Schedule should be 

- Scught up to date at the earliest J>ossi 

5: At_Sia»j)b}hts.htetbfymaysuf^ 

- should be employed. 

C By hi^ and apjsrbpriate phy^ examinatibh: if suspicious, by spedfic o^edive 

- deveiopmehtal testing. 

7. W eaai vlSt, a axnplete i*ysical examination te ^aentiad, vM) infait trtal^ ur^ 
aoB>ed. older diiid ur)dressed and suit^^ 

8. These may be modified, depending upon entry point into schedule and imfividual 

- need: 

9: PKU and thyroW tw^hg idibuld be done irt_abbut 2 wla, Inftftts inltiaiiy screened 
before 24 hours of age ahbuld be rescreened 



Key: • ■ to b e perfbmwd: 8 - mibjedive. by hfetdry; d - objective, by a standard testing method. 



10. Schedute(8) per Report of Committee dri InfjKaibus Disease, ed. 20. 1986. 

11 . The Committee on Infecfious Disease roa)fTMnends tuberoiliri testing at 12 mwtths 
of age and e\f6ry 1-2 years thereaftor. lii^ne areas, tuberctjib^s is of exceedingly 
km Qccsjrrence and the physaah may ele(^ hot to retest rbutlneiy or to use ibnger 

_ . iniervals. _ 

12. Preseni roedteah evidence suggest the heed for reevaliiatloh of the fnsquwKy and 
timirjg Ql hemoglobirt or hematocrtf tess: Oho determination Is therefore su^ngested 
during each ttme period. Per<5rmahce of additional t«ts is liaft to the indivlduBil 

_ . practii® experie.ice._ 

13. Present modkaJ evidence suggest m heed for reevaluatidh of the frequor»cy and 
timing of urioaVsos. One detartninafioh Is maelbro suggos^ed during each time 

__ period^ Peitormance of additkmaltess is ^ 

14. Appropriate discusskxi and couhseiang should be m ir^egra] part of eac^ vi^ for 

care, 

15^ Subsequentex^^ 

N^B^: Special chim)»l. Iromunologle. md ehdocHha tMflhg are usually CBoried out 
upon ^edficjndfcatlons. Testog other than newborn (e.g.: Ihbdni errors of metab6ii»n. 
sickle disease, lead) are discretionary with me physlciltfi: 



13 

"S 

Q. 
X* 
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Immunization Protects CFiildren 

Childhood immuhizatibn means protection against ei^t 
m^or diseases: pbllbmyelitis, measles, mumps, ruhaHa (Ger- 
xdah measles}, whooping cbngh (pertussis), d^fa&ena, 
tetanus, and ^Ha^m(^/ii2z^ ihflueraae type b infections. & 
your cluld fully protected? 

Checls: the table and ask your pediatneian if ybm* child is 
up-to-date on vaccines. It coizld save a life or prevent disabil- 
ity. Measles, mumps, rubella, poliomyelitis, pertussis, 
diphtheria, H; ihfluehzae type b, an^tetrara are not just 
harmless childhood illnesses. All of them cm cripple or kflh 

All are preventable. In order to be completely protected 
against diphtheria, tetanus, and peri;ussis, your ^Id needs 
a shot of the combination dq)htheria-tetanus-peitu8sis (B1P) 
vaccine at two, four, six, and ei^teen mbn^ and a booster 
at school time. Wiili all but the 6-mbn^ DIP Sbts a drbp 
bf the oral pblib vaccine (0PV) is usually given. 

At 15 mbntiis ybur cliild should have a shot ^br measles, 
riibella, and mumps (MMR). This can be given in bne cbmbi- 
hatioh shot. Children shbuld be tested for tuberculbsis in &e 
fii^t year of life with bptibnal testing dependent bn ri^ in 
the pfeschbbl and school-age period. Haemophilus b pb^sac- 
charide vaccine (HBPV) is due at 2 yeais. At 14 to 16 years 
a tetanus-diphtheria booster shbt should be given. 

If ybu don't have a pediatrician br family physician, ccdl 
your local public health deparimeht. It usually has supplies 
of vaccine and may give shots ffee. 
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Recommended^chedule for Active Immuntzatidn of 
Normal infants and Children 



Recommended 

Age 



Immanjzation(s) 



Comments 

Can be Initiated as early as 
2 wk of age In areas of 
high ehdemlclty or during 
epfdemlcs 

2-md Interval desired for 
OPy to ai^id Inteiferehce 
from previoas dc^ 

OPV is optional (may be 
given In areas with 
increased risR of pcllbvinis 
exposure) 

mMf^ preferred to individual 
vacdnes; tuberculin 
testing may be done (see 
Tuberculosis) 



At or before school entry 

Repeat every 10 yr 
throughout life 



2mb 



4 mo 



6mb 



15 mo 



18 mo 
24 mo 
4^yr^ 
14-16yr 



DTP,^ 



DTP, OPV 



DTP (OPV) 



Measles, Mumps^ 
Rubella (MMR)^ 



DTP,"*® 6p\^ 
HBPV^ 
DTP, OPV 



^DTP— Diphtheria and tetariys toxoids with pertussis va^rie. 

^PV--braI» polkMiiras vaccine contaire attenuated polloylms types 1 2,jvv5 3. 

^WIWR—Uye me^slM^mymps, a^ rubella >^ruses In a combined vaccine (see 

— text for discussion of single ^^s;ln^ versus cditlbihatioh). 

^ShoiiLd l)e glyeh_6 to_1_2 mbriths after i[ie third dose. 

'May be given slmultawopsly witfi MMR at 15 months of age. 

^Haemq^ms b j^l^^harlde vacclrie. 

!Up to the seventti blrthdaj^ 

•Td-Adjm tetanus toxoid (full dose) and diphtheria toxoid (reduced dose) In 
combination. 

__ For all products used, consult manufacturer^ package Insert for Instructions 
^^J^M»^^ fi^^^ by dmreht 

manufacturersjonay vary, and those of the same manufacturer may change from 
time to time. Thererore, tile physician should be aware of the contents of the 
pacR^e insert 

Reprinted from Committee on Irifertlbus Diseases: Be^^wtolmo Cm^ In^cOouM 
DJaeases, ed 20. Elk Grove Vill^e, IL. American Academy of Pediatrics. 1986, p 0, table 2 
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Guidelines For Letter To Parents 
Goneerning Illness 

1. Identify the cause of the infection as precisely as possible. 
Include the medical name of the cause of the infection 
and the symptoms which result (fever, cough, diarrhea, 
rash, etc.). 

2. Indicate the lengili of time the parent needs to be worried 
about whether additional cases will occur from day care 
exposure. 

3. Indicate how the infection is spread (cough, hand contact 
between stool and mouth, etc.). 

Indicate if apparently well children can carry and sprerd 
the agent. 

4. State level ui c^«.^em: 

a. Notify your doctor if develops. 

b. Call your doctor fer advice. 

c. Medical advisor/health department has recommended 

that all children have cultures of 

receive . 

This will be perfbrmed at the center or 
Please call your child^ doctor to arrange that this 
be done. 

d. State applicability or lack of applicability of recommen- 
dations to parents, other children in the household, 
other close contacts (babysitter, church, school, etc.). 

5. Indicate restriction on child^ return to center, if any. 

6. If applicable, indicate tha^ the exposed children should 
stay together imtil control measures/incubation period has 
been completed. 

7. Esteblish one or two people to answer all questions and 
to serve as liaisons with physicians. State how and when 
these people can be contacted 

8. If child becomes ill between t^^ notification and 

ti&e date of jTimihntinn pfiHnij (state date) 

request ^at ti^e center be notified either that the illness 

is a possible rase of . ^or if the 

illness is due to another cause. 

210 



Appendix V.4 189 



Ad^)f;e^from: j^ectioiis Disease Committee 
NorSem Caiifox^a Chapter 
Amencan Academy of Pediatrics 
Rev: i-ii-83 
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Sources Of Child Health And Safety 
Infermatlen And Materials 

Eederal 

1. Head Start Health Service, Administration for Ghild, 
Youth and I^milies, P.d. Box ii82, Washington, D C. 
20013. - 

2. U.S. Department of tabor, Qccupatibncd Safety and 
Health AdministrationJQSHA), Washington, D.C. 20013. 

3. U.S. Depaztment of Agriculture, Food and Nutiition in- 
formation Center^ National Agricultural Library Build- 
ing, Room 304, Belt^ 20705. 1-301-344-3719. 

4. Clearinghouse on Child Abuse and Neglect Liformation, 
P.O. Box 1182, Washington, D.C. 20013. 1-202-755-9590. 

5. Clearinghouse on the iSmdicappedj^Room 338-D, Hubert 
H. Humphrey Building, 2dd Independence Ave., S.W., 
Washington, D.C. 20201. 1-202-245-1961. 

6. Clearinghouse on Sudden Infant Death l^ndrome (SIDS), 
1555 Wilson Blvd., Suite 600, Rosslyn, VA 22209-2461. 
1-703-522-0870. 

7. National Information Center for Handicapped Children 
and Youth, 1555 Wilson Blvd., Rosslyn, VA 22209. 1-703- 
522-0870. 

8. National Institute of Mental Heaitii (NDHi), 5600 
Kshera Lme, Rockv^^^^ 

9. National iMtitute of CMld He^ and Humm Develop- 
ment, Office of Research Reporting 9600 Rockville Pike, 
Room 2A-32, Bethesda, 20205. 1-301^ 

id. For anything developed by or procured tequgh the Divi- 
sion j)f Maternal and GWld Health, write to: Heallli 
Clearinghouse, 8201 Greensboro Drive, Suite 600, Mc- 
tean^VA 22102. v 

11. Superintendent of Documents, Government Printing Of- 
fice, Washington, &e. 2^ 

12. Uirited States^onsum.er Product Safety Commission, 
(USCPSC), Room 336B, 5401 Westband Ave., Bethesda, 
Affl 20207. 1-800-638-2772. 
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Kaiibnsd (private) 

1. American Academy of Peffi^ics, Division of Health Edu- 
cation, 141 Northwest Point Blvd., P.O. Box 927, Elk 
Grove Village, m 60009.^-806433-0797. Resources: The 
Iiyuiy R^vehtion Progrrai ClB^): parent questionnaires 
and handouts wiffi imtructionsjor^^^ irgurles 
to cliildren, child passenger safe^ pamphlets, the news- 
letter Safe Eicta iVei^s, md the handb^ I^ju^y Preven- 
tibh in Ghildreh and Youtii (in jress). 

2. National Child Passenger Srfety Association. Contact: 
Elaine Weihstein, 1705 DeSaies Street, N.W., Suite 300, 
Washington, B.C. 20036.^-202-429-0515. Resources: pam- 
phlet, quarterly nejiTOletter^ national networking child 
safety advocates, general information clearinghouse on 
chi]d passenger safety: 

3. Physicians for Automotive S^e^ Contact: Annemarie 
Shelners, P.O. Box 430^ Annonk, NY 10504. 1-914-173- 
6446. Resources: pmi^hiets, parent education films, 
slides, quarterly newsletter 

4. National Pire ftrqtection Association, Batterymarch Park, 
Quincy, MA 02269. 1-800-344-3555. 

5. American Society for Testing and Materials, 1916 Race 
Street, Philadelphia, PA 19103. 

6. National Safety Council, 444 N. SEchigan Ave., Chicago, 
ni. 1-312-527-4800. 

7. National Association for the Education of Young Chil- 
dren, 1834 Connecticut Ave., N.W., Washington, D.C. 

_ 20009. 1-800-424.2460. 

8. Child Cire Information Exchange, P.O. Box 2890, Red- 
mond, WAJSaOTS. 1-206-882-1066. 

9. American Red Cross National Headquartera, Health Ser- 
vices, 17th _& D Street, N.W., Washington, D C. 20006. 

10. American Home Economics^BSOciation, 2010 Mas- 
sacTiusetts Ave., N.W., Washingon, B.C. 20036. 

11. MarcTLif Dimes, Supply Bivision, 1275 Mama-oneck 
_ Ave., White Plains, NY 10605. 

12. Society ibr Nutrition Education, 1736 Franklin Street, 
Dakland,^ GA S4B12. 

13. Metropblitaji Life Insurance Compai^,^ Herffc and Wel- 
fare Film Library, c/b^sociation Films, Inc., 600 Aronid 
Ave., Ridge&eed, NJ 07657. 1-201-943-8200. Or One 
Madison Ave., New York, NY 10010. 1-212-578-6015. 
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14. Safety Now Gdmpany, Inc., P.O. Box 567, Jenkintbwii, 
PA 19646. _ _ 

15. Pres(3ibQl Enria^nient Team, Inc,, c/6 Patricia Wise, R.N., 
276 High St., Eo'ybke, MA D1D4D. A poster source, for 
Band washing techniques and day care hei^th training. 

16. Ghild Welfare^ League of America, Inc., 67 Irving Place, 
New York, NY 1DB03. 

State and Local (public) 

1. "Safe Schools," a guide to creating safe environments fbr 
preschooler. (A hov/-to manual fbr teachers.) Depaxtment 
of Public Health, Division of Family Health Services, 
150 Tremont St., Boston, MA 02111. 

2. Cooperative Extension Service, located in different offices 
in each stete. 

3. Police departments, st^te and local. 

4. Fire departmente, local. 

5. State aiid local irgiiry prevratidn prefects. These may be 
in local health depaliments, or in local hospifals, and in 
state health offices. 

6. Child protective services. These may be located in differ- 
ent offices within the state aiid local welfare or human 
service ageiicies. 

7. State aiid local health d^artments aiid within them their 
office for envirpiimental protection, maternal and child 
health, aiid health education. 

State and local (private) 

1. State and local medical societies. 

2. State and Jbcffl dentS sbcieties. 

3. Association for the Blind, state and Ibeal chapters. 

4. Lung Association, state and local chapters. 

5. American Automobile Association, local office. 
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SITE SAFETY GHEeKtlST 

Date Inspertidn Was Made 

Name of Person Perfbrming Infection 



Rooms and 
Units 


Satisfactory 


Gonections 
Needed 


Date 
CorrjSictidhs 
Made 


Floors are smooth, clean 
and have a nonskid 
surface. 


OK 


Not 
OK 






Medlcjnes, cleaning 
agents and tools are 
inaccessible to children. 
There are hb aerbsbis In 
the raom. Art supplies 
are nontoxic. 


OK 


Not 
OK 






First aid kit is present 
and adequately supplied. 
No medicines are 
unlocked. 


OK 


Not 
Ok 






Walls, celling clean and 
in repair. Nb peeling 
paint, damaged piaster, 
tess than 20% of waJi 
surface is covered by 
hangings. 


OK 


Not 

Ok 






Chiidren are never 
unattended, always 
supervised by enough 
staff to evacuate. 


OK 


Not 
OK 






Lighting and electricity: 
brightness Is OK. outlets 
are covered, no dangling 
or (Xivered extehsibh 
cords. 


OK 


Not 
OK 
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Rooms and 
UnlM 


Satisfactory 


Cdtrectibhs 
Needed 


piate 
Corrections 
Made 


Np fif i standing space 
heater. 


OK 


Not 
OK 






H^fitinn AnH i/nn^lntinn 

1 iwCiUI CU lU vol lUICIUUi 1 

syf^ems ore working OK. 
Prj^ jmd radiators are 
inao^sslbte or covered 
to prevent body contact if 
liyp or above. 


OK 


Not 
OK 






Humidity level Is 
comfortable. 


OK 


Not 
OK 







Hand Washir^g facility: hot 
w^ter tem^ratui^ should 
not excceo i lu i \*to 
facility is easily 
accessible^ soap and 
towel supplies are 
adequate. 


OK 


Not 
OK 






Nodisea^^aririg 
cuiirnciioi vormin or 

pbiscnous plenis {uo 
tilrtlei:, hamsters or 
^amifui pets). 


OK 


Not 
Ok 




- 


Trash storage Is covered. 

Sanrtatjon adequate 

especially in food service 
areas, o^ts or mate, dust 
traps. 


OK 


Not 
OK 






Exits are clearly marked 
and unobstructed. Easy 

to emergericy 
phone. Emergency 
contact infomnation Is 
current. 


OK 


Not 

OK 






Locked doors to closed 
spaces can be opened 
an adult. 


OK 


Not 
OK 






No smoking In chird care 
area. 


OK 


Not 

ok 
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Rooms and 
Units 


Satisfactory 


CcrriTtions 
Needed 


1 Date 

Comjc'dons 
M3de 


No precarjoasiy placed 
small or sharp or 
otherwise hazardous 
objects. Plastic bags are 
stMy Qsed. 


OK 


Not 

Ok 






Rest ^ulpment Is 
labeled. Uhehs, mats, 
cn'bs, cots, and blankets 
appear clean. 


OK 


Not 
OK 







Toys aiid farnishings are 
In repair and free of pinch 
or crush poinis. 


Ok 


Not 
OK 


1 




Decor pleasant, 
nonflammable materials 
are used. 


OK 


Not 
Ok 






Windows sscurely 
screened and opening 
limited to 6 Inches; 


OK 


Not 
OK 






Fans in use have covers 
or guards with openings 
smaller than one half Inch, 


OK 


Not 
OK 







Mant Toddier Programs 
Toys are lead-free, 
^^uj^l^d toys are 
sanitized between 

uiiiDioiii cniiaron s USo. 


OK 


Not 
OK 






High chairs have wide 
bass and safety strap. 




Not 
OK 






Diaper changing area 
ciean, adeqaately 
supplied with changing 
pads arLd disposable 
sheeting. Sanitized aftisr 
each use. 


OK 


Not 

ok 






Soiled diapers disposed 
of in securely tied plastic 
bag. 


OK 


Not 
OK 






No bottles in crib or infants 
lying down drinking. 


Ok 


Not 

OK 
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Roo ms and 
Units 




Corrections 
Needec 


bate 
Corrections 
Made 


Satisfactory 


If^Q^dJeiB wending 
around with t^otties. 


OK 


Not 
OK 






Hand washing for child 
and caregivers practiced 
after each diaper change. 


OK 


Not 
OK 








Raliwa^^ahd 
Stairs 






Date 
Corections 
Made 


Satisfactc^f 


Corrections 
Needed 


Srhbl<e detectors are OK 


DK 


Not 
OK 






Exits are neither 
obstructed nor cluttered. 
Clear exit routes are 
marked. Alarm sy^em is 
woridng. Fire 
extinguishers OK 
Ertiei^ehcy lighting is OK. 


Ok 


Not 
OK 






Monitorijigforenfl'a^^^ 
strangers is consistently 
done. Emergehcy_phbne 
numbers (police^ fire^ 
rescue, poison cx)ntrol) 


OK 


Not 
OK 






DQbi3 open In direciidn of 
exit travel. 


OK 


Not 
OK 






Doois are operatTonal with 
panic hardware on 
emergency exits. 
Windows are screehed. 


OK 


Not 
Ok 






FLc»!B_are_srm»th^^^ 
and have a nonsidd 
surface. Rugs are 
attached. 


OK 


Not 
Ok 






Wa[ls are painted with 
lead free pdnt Piaster is 
intact. Ttiere are no loose 
hails or other hazards. 


OK 


Not 
Ok 
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Hallways arid 
Stairs 


Satisfectory 




Date 
Con^ctlons 
Made 


Corrections 
Needed 


There are rio disease 
bearing animals, vemiin 
or poisonous plants (no 
turtleSi hamsters or 
harmful pets). 


OK 


Not 
OK 







Heating and ventliatlon 
are working OK. Pipes 
and radiators are 
Inac^ssjbie or jxiyered 
to prevent body (intact. 
Hurnldity level is 
comfortable. 


OK 


Not 
Ok 






Ughtinfl electricity: 
Brightness OK. Outlets 
are covered. Thero are no 
dangling or covered 
extension cords. 


OK 


Not 
OK 







IRight hand descending 
railing secured at child 
height. 


OK 


Not 
Ok 






Stairs and stairways free 
of stored items. Stairways 
well lit by artificial or 
natural light. 


OK 


Not 
OK 






children from entering 
unsupervised or 
hazardous areas. 


OK 


Not 
OK 






Clearjilass panels used 
in traffic areas are safety 
glass or equivalent and 
are cieariy marl<ed to 
avoid aixidental Impact. 


OK 


Not 
OK 






Fans in use have covei? 
or guards with openings 
smaller than one half inch. 


OK 


Not 
Ok 
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Kitchen and 

Storage 

Areas 


Satisfactory 


Com^ctlons 
Needed 


- Date 
Cbrrectlbhs 
Made 


Plumbing and water 
temperature: at least 
170T water or aanltlzing 
agent is used for 
sanltlzation. Plumbing Is 
working properly. 


OK 


Hot 
OK 






and litter minimum; Trash 
i<ept away from potential 
fbbd storage and 

storage near furnace or 
hot water heaters. 


OK 


Not 

dk 






Heating aiid vehtilatlbn _ 
systems are working OK. 
Pipes and radiators are 
Inaccessible or covered 
to prevent body contact. 
Humidity level Is 
comfortable; 


OK 


Not 

OK 








OK 








No animals or vermin are 
present. Insects are 
(X)ntrolled by screens. No 
pesticides are used on 
food, food preparation or 
storage surfaces. 


Not 
OK 


No pest stHps or 
pesticides used where 
possible contact with food 
can occur. 


ok 


Not 
OK 






Pl3an]ng M^nts and tools 
and utensils including 
matches are stored away 
from fCMDNd storage and 
used safely. Toxic 
materials are In original 
containers separately 
stored away from food. _ 


OK 


Not 

Ok 
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Kitchen and 

Storage 

Areas 


Satisfactory 


Cbrrectibns 
Needed 


Date _ 
CoHBCtlons 
Made 


Ughtihg and electricity: 
PilSntness IS OK, outlets 
are covered, there are no 
dahgllhg or covered 
extehsfph cords. Fire 
extinguishens in safe 
working order. 


OK 


Not 
OK 






^od SpB^e: Inyentdry 
and dated rotation 
methods are used. 
RefrTgeratortemperatijres 
le^ than ^F._ Frozen 

below. Handled leftover^ 
are discarded. 


OK 


Not 
OK 






Food Is stored on shelves; 
cbntaihers are labeled; 
made of insect resistant 
metal or plastic (not 


OK 


Not 
OK 






Rrst aid kit is available 
ahd^dequately stocked. 


bk 


Not 

Ok 






Rre extingalsher is 
charged. Staff know how 
to use it. 


bk 


Not 

Ok 






Personnel are healthy and 
perform apprppriatej 
frequent harid washing, 
use hair restraints, wear 
clean clothing, fio 
smoking allowed in food 
prepamtion area. 


dk 


Not 
OK 






Sanitatibh: Surfaces are 
clean, free of cracks or 
crevices. Wood cutting 
boards are not usedx 


OK 


Not 
OK 






Eating utensils are free of 
cracks and chips. 


bk 


Not 
Ok 
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Kitchen and 

Storage 

Areas 


Satisfactory 


Corrections 
Needed 


Date 
Corrections 
Made 


Pot handles on stove are 
turned inward where they 
cannot be knocked over 
and cements spilled. 


OK 


Not 
OK 







Outdoors 


Satisfactory 


Correctibhs 
Needed 


Date 

ConBctions 
MadQ 


Freeof litter and sharp 


\jf\ 


OK 






Play equipment is 
srtibbth wall ^nchdr&ti 
andjree of rust^ splinters 
or sharp comers. No 
exposed uricapped 
screws or fciplts. Size 
appropriate to chi td users. 
Bars stay in place when 
grasped^ Maximum 
height, 6 feet. Safe way 
out on all cllmbens. 


OK 


Not 
OK 






No "S" hooks or oSer 
open hooks. Swing seats 
are light-weFght, flexible 
and noncutting. 
Equipment Is placed in 
safe iocatibr) (away from 
^Here other chifdreii 
would play). 


ok 


Not 
OK 






Slides have horizontal 
steps and good tread. Rim 
pn_ slide tp prevent falls, 
flat bottom to slow down. 
Metal beds are shaded 
frorn the sun. Steps 7 
inches, apart, flat (hot 
tubular). 


bk 


Not 
OK 
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Outdddrs 


Satisfactory 


Corrections 
Needed 


bate 
Corrections 
Made 


Ar6 sandboxes covered 
when not in use? Places 
for adults to sit where 
needed to supervise? 


Ok 


Not 

OK 






Rings do not pemnlt entry 
of child's head or they are 
large enough for whole 
body. 


Ok 


Not 

OK 






No pinch or crush points 
oh equipment. 


Ok 


Not 
OK 






Fences or natural barriers 
prohibit access to 
hazardous areas and 
keep animals but. 


OK 


Not 
OK 






No stagnant pools of 
water. 


OK 


Not 
OK 






Pjajgrpund surfaj^i^l^^ 
nonabrasive, and Impact- 
absorbing (shredded 
tires, wood chlps^^ free of 
litter and concealed 
debris; no animal 


OK 


Not 

dk 






Poisonous plants and 
stinging insect nests 

iBIIIUVItU* 


Ok 


Not 

OK 






Street traffic; osntrblled. 
PicR-up arid drop-off 
procedures are safe. 


OK 


Not 
OK 






Vehicles 










School bus signs are In 
place. 


OK 


Not 

dk 






Vehicles are mechanically 
In order. 


dk 


Not 

Ok 






Safe^ restraints are 
adequate in number and 
type and are used. 


OK 


Not 

Ok 


— 





Outdoors 


Satisfactory 


Corrections 
Needed 


Date 
Corrections 
Made 


Safety locks or child door- 
dpehing restraints 
present. 


OK 


Hot 
OK 






Driver training for school 
btjs safety ia dp-ttwiat©. 


Ok 


Not 
OK 






Att3hdahts present as 
required. 


OK 


Not 

bk 




- 


Rrst aid kit is adequately 
stocked. 


OK 


Not 
OK 






Current ernegency 

<^ntact £u^^ niedi(^ 

information is in vehicle 
when In bs^: 


OK 


Not 
OK 






Trips are planned with 
eme^eni^ man^^^ 
and health facilitjes 
Identified beforehand. 


OK 


Not 
OK 






Childreh have 
identification ind 
their name, and 
emergency contacts. 


OK 


Not 
OK 






Bathroornand 

Laundry 

Room 


Satisfactory 


Corrections 
Needed 


Date 
Corrections 
Made 


Handwashing facility: hot 
water temperature is less 
than 120T, facility is 
ipily 9<^ss|blej soap 
and towel supplies are 
fideouate: 


Ok 


Not 
OK 






Cbverad lids on trash in 
adults' bathiporn. Trash 
storage and litter Is 
adequately controlled. 


OK 


Not 

ok 






Cleahihg agents are 
[nac^ssibje toj)h^ 
No other toxic products 
stored In area. 


OK 


Not 

6k 






21 
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BatHrobmahd 

Laundry 

Room 


Satisfactory 


Corrections 
Needed 


Date 
Corrections 
l^ade 


V\^nd6ws, dooi^, ceHlngs, 

rtlalhtaihed. Rddrs are 
not slippery. 


dk 


Not 
OK 






ternperature and 
ventilatibn are adeqUatety 
and sa^ly malntalhed. 


Ok 


Not 
OK 






Tollete and sinl^ are age- 
appropriate size or 
adapted. Step stools are 

Pfwld^ where 

appropriate. No potty 
chairs. 


bk 


Not 

bk 






There is ho electrical 
equipment near water. 


OK 


Not 
OK 






^its are cleariy marked. 


bk 


Not 

bk 






Ahimais and vermin are 
(X)ntroired. 


OK 


Not 
OK 






Towels, toilet tissues and 
soap (Irquld, not bar) are 
available. 


bk 


Not 
OK 






Other 


OK 


Not 

bk 







From: Arori«)n, S., Nelson, H. 
Health Power 

Westinghouse Health Systems, Inc. 
1976 

Updated by S. Aronson 12/85 
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Occupational Safety And Neaith 
Administration (OSHA) 

Consultation Service Project Directory 

A directory of oSlces providing advice on safe^ to individu- 
als responsible for progrttms at nongovernment work sites. 

STATE TEIEraONE 

Alabama (205) 348-7136 

Alaska (907) 276-5613 

Arizona ........................... (602) 255-5795 

Arkansas .............................. (561) 375-8442 

CEdifomia .............................. (415) 557-2876 

Colorado ............................... (363) 491-6151 

Connecticut ............................ (263) 566-4556 

Delaware .............................. (362) 571-3968 

District of Columbia .................... (262) 576-6651 

Florida ................................ (964) 488-3644 

Georgia ............................... (464) 894-3866 

Guam ........................... 9-611 (671) 477-9821 

Hawaii ................................ (868) 54^-2511 

Idalio ................................. (268) 385-3929 

Illinois ........................... (866) 9^2-4140/4216 

(Toll-free in State) 
(312) 793-3279 

Indiana ................................ (317) 232-2688 

Iowa .................................. (315) 281-5352 

Kansas ............................... (9i3) 296-4386 

Kentucky ........................... ... (562) 564-6898 

Louisiana ....................... No Services Available 

Maine ................................ (267) 289-2591 

Maryland .............................. (361) 659-4218 

Massachusetts .......................... (617) 727-3463 

Michigan ...... ................... (517) 373-1410 (H) 

(517) 322-1809 (S) 
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Minnesota (612) 297-1953 ® 

(612) 623-5100 JHj 

Kfississipiri (601) 982-6315 

Mfasomi (314) 751-3403 

Montmia (406) 444-6401 

N^do Nation (602) 871-6335 

Nebraska (402) 471-2239 

Nevato . . (702) 885-5240 

New H^q)sfaire (603) 271-3170 

New Jersey (609) 984-3507 

New Mexico (505) 827-8949 

New Yorik . ^. (212) 488-7746/7 

NortiE Carolina (919) 733-4880 

Nortfi Bakota (701) 224-2366 

©So (800) 282-1425 

(Toll-firee in State) 
(614) 466-7485 

0HSoma (405) 521-2461 

Oregon .^^ ........................ . (503) 378-3273 

Ivania ........................... (800) 382-3241 

(Toll-free in State) 
(412) 357-3019 

Rico ....................... (809) 754-21^171 

Bhode filmid ........................ (40i) 27T.2438 

South Gtirofina ............ ............ (803) 758-8921 

SoutS Dakota ......................... (603) 688-4101 

Tennessee ............................. (615) 74i-2793 

Texas ................................. (512) 458-7287 

Utafi ............................... . (801) 530-6868 

Vermont ............................... (802) 828-2765 

Virginia ........................... (804) 786-5875 (S) 

(804) 786-6285 (H) 

Yixffja Hands .......................... (809) 772-i3i5 

BSshington ............................ (206) 753-6500 

Sfest Virginia .......................... (304) 348-7890 

Wisconsin .......................... (608) 266-0417 (H) 

(414) 521-5063 (S) 

Wyoming .............................. (307) 777-7786 
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Fourteen Ways To Avoid Plant Poisoning 

1. Become famiHar wi& ibe demgerous plants in your area, 
yard, and fibme^Sow ^em by si^K m^name; 

2. Do not eat wild plants, including nmdn:t)oms, unless pos- 
itive of identification. 

8. Keep plants, seeds, fruits, and bulbs away from infants. 

4. Teac& c&ildren at an eaily age to keep unknown plants 
and plant parte out of ihe& mbu^. Make ^em aware 
of iSie potential danger of poisonous plants. 

6. Teac& c&ildfen to recognize poison ivy or oiber causes of 
dermatitis in your area. 

6. Be certain you know ffite plants used by ^iSen as play- 
tbingsjseeds or fruits, stems, etc.) or as skeweiB for meat 
or maiB&mallbws. 

7. Do not allow c&ildren to 8U(£ nectar Scm Sowers or 
make "tea" frbm leaves. 

8. Know the plant before eating its fimts. 

9. Do not re^ on pets, birds, or squirrels to indicate non* 
poisonous plants. 

id. Avoid smoke from burning plants, unless you know 
exactly w]^t they are. 

11. Bemembeiv heatitig and cooking do not always destroy 
the toxic substance. 

12. Store labeled bulbs and seeds safely away from children 
and pets. 

13. Do not make homemade medicines from native cr culti- 
vated plants. 

14. Remember there are no b^b ot/Jj^bb o? thumb" 
for distinguishing edible from poisonous plants. 

Source: Humdh Poisbhing fivm lTative and Cultivated PtantSy 
second, edition^ James Hardin and M. Areniu M.D.^ 
Duke University Press, Durhcim^ North Carolina^ 1974« 

POISeNOUS PLANTS 

6Mldren are often a^^^cted to ffie cblbrfffl benies, flowera, 

fruite and leaves of plants. But over 766 plante in ^e U.S. 
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and Sanada &aye heen identiSiid as poisonous. These can be 
fi>und anywhere— in your nei^hor's or your own house, in 
florist shops and grocery stores, in yards, in the woods and 
ba playgrounds. 

_ Plants Are a conmion c^^e of poisomng to preschoolezB. 
Most of these poisbhings can Be prevented, so it's impor^nt 
for parents, gran^arents, hah^tttero ^d^r care workezB 
to^khbw if poisonous plants are near duldren; 

H eaten, some plant parte can cause a skin rash or stomal 
upsetj^ bthe^ can ev^ cai^ dea&. Sere m a paitid 1^ of 
indoor and outdoor plants l£at are very dangerous— children 
have died &bni eating ^ese. 



Autiiirin crbcus 
Azalea 



Belladonna 
Blacl^ chen^ 
Black locust 
Black shakerbot 



Galadium 
Caper spui^b 
Castor bean 
Cherry 



Daffodil bulbs 

Daphne 

Delphinium 

Dieffehbacchia 

Dumbcahe 

Durahta 

False hellebbre 

Frijglove 

Sblden chsun 

Hyacinth 

Hydrangea 

^^uirity bean 

Jessamine 

Jimsonweed 

Larkspur 



£iantana 

fjaurel 

tily-of-&e-vailey 

fcopine 

Stt^lptoe 

Monkdiobd 

Mbb^eed 

Mbu^^n^iaurei 

Mushrooms 

Ni^rtshade 

Olefflider 

Poison hemlock 

Pokeweed 

Kivet 

Rfabdbdendron 
Rhubarb leaves 
RosOTy pea 
Rubber vine 
Sandbox tree 

Tamy 

Itomapple 

Tobacco 

Timgj)H teee 
WSer hemlock 
White snakeroo t 
Yellow jess^unine 
Yellow oleander 
Yew 



There is no riile bf_ thumb to help you tell a 2>6isbhou8 
plant from a safe one. Tou can get help in idehti^ing plants 
firbm libraiy bbbks^ garden and florist shops. 
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If you think ybur_ child may have swallowed any part of 
a pbiionous plants first remove any remaining pieces from 
the child's moutii. Then bring a piece of the plant to the 
phone and call tiie local poison control center. Refer to Fpison 
under Emei^ehc^ numbers in your local telephone book. 

SAFE HSUSEPtANTS 

A sure way to prevent these poisonings inside the home 
is substituting safe plants for poisonous ones. Herejs a 
list of some common indoor plants that are safe for growing 
around young children. 

Afiican violet 
Aluminum plant 
Be^ma 
Boston fern 
Cbleus 
Dracaena 
Hens-and-chiclcens 
Ja^e plant 

Mother-in-law's tongue 
Peperbmia 
Prayer plant 
Rubber plant 
Sensitive plant 
Spider plant 
Swedish ivy. 

Wax plant 
Weeping fig 

Adapted firom: 
SCIPP 

Statewide Comprehensive By ury Program 
Massachusetts Deputment of Public Health 
Piyision of Fainily Headth Services 
150 Tremont Street, 3rd Floor 
Boston^ MA 02111 
(617) 727-1246 



BOTANICAL NAME 
Scontpaulia ibnantha 
Pilea cadierei 
Begonia semperflbrens 
Nephrolepis exaltata 
Cbieus blimei 
Dracaena firagraiis 
Sempend vum tectbrum 
CrassiUa argentea 
Sanseviena trifasciata 
Peperbmia bbtusifolia 
Maranta leucbnetira 
Ficus elastica 
Mimbsapudica 
Shlbrbpliytuin cbmbsum 
Plectranthus austrs^ 
ISradescantia fluminezisis 
Hoy a carnbsa 
Ficms beiijamina 
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Unsafe Art Supplies 

AVOID powdered clay. It contains silica, which is easily 
inhiJed and haixofid to the lungs^ 
USE wet clay whicli can't be inhaled. 

AVOID glazes that contain lead. 
USE poster paints. 

AVOID paints that require solvents suclx as turpentine to 
deaiLbrushes. 
USE water-based paints. 

AVOID cold-water or commercial dyes that contain chemi- 
cal additives. 

USE natural dyes, such as vegetables, onion skins, etc. 

AVOID permanent markeiB, which may contain toxic sol- 
vents^ 

USE water^based markeiB. 

AVOID instant papier mache, which may contain lead or 
asbestos. 

USE black-and-white newspaper and library paste or liquid 
starch. 

A\33ID epbxy, instant glues, or btiier solvent-based glues. 
USE water-based white glue or library paste. 

AVOID powdered tempera paints. 
USE liquid paint or any nontoxic paint. 

For more infarmatron contact: 
Art Hazards Jnformation Center 
5 Beekman _Street__ 
New York City, NY 1DD38 



APPENDIX VI.6 
First Aid Instructions 

The following itre safe first aid measures for various tgrpes 
of poisoning: 



SWALLOWED POISONS--TfiIs Is an 
emei^ency— any nonfood substance Is a 
potential poison. 

CcQl physician^ pbison cdiitrpl center, or hospital 
emergency department promptly for advice. 

Do not make the patient vomit if: 

• Patient is uhconscibus or drowsy 

• Patient is (»nyuls_ing or having tremors (or **twitching" of 
the arms andAor legs or having uncdntrdlled bdcit/ move- 
ments} __ _ 

• Patient swallowed a strong coirosive (siich as drain cleaner, 
Qveh cleaner^ toilet bowl cleaner^ strong acids) 

• Patient swallowed fimiiture pblishj, kerosene^ gasoline^ or 
other petroleum products (except after specific medical ad- 
vice) 

Directions for making a patient vomit: 

• Use syrup of Ipecac. . (Do not give salt water.) 

• For children under 12 months of age, bbtain medical advice. 

• For children one to ten years of age, give 3 teppobns (one 
tablespoon or .5 bz) syrup bf Ipecac fbllbwed by 4 to 8 bz 
of water. If no vbmitihg bccurs in 20 minutes^ repeat dbse 
once only. - _ 

• For children bver ten years bf a^, give 2 tablespoons (1 
bz) Ipecac syrup followed by 4 to 8 bz water. 

If instructed, drive car^Uy to me^icrf facility Ta^ 
to collect vomitus. Bring package or contsdner with intact 
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label of material ingested or ^t^atever left over materia] 
there is. 



FyMES OR GASES-Ftie[gases, auto 
exhaust, dense smoke from fires or fumes 
from poisonous chemicals. 

• Get victim into fresh air. 

• Loosen clothing. 

• If victim is not breathmg, start artificial re^irafion 
promptly. Do not stc^ until patient is breathing well, or 
help arrives. 

• Have someone else call a pliysiciah, poison confi^l center, 
hospital, or rescue unit. 

• Transport victim to a medical fatality promptly: 



EYE 



• Holdihg lids open^ jflush out eye immediately with water, 

• Bembve contact lenses if worn, 

• firigate eye ^r 15 minute with a gentle continuous stream 
of water from a pitcher 

• Never permit eye to be rubbed or use eye drcpl. 

• Gall physiciffli, poiso^i control center, or emergency depart- 
ment for furiiter advice; 

SKIN— Aeicls^ lye, otiier caustics, 
pesticides, etc. 

• Brush off dry material gently. Then immediately was^ off 
skin with a large ambuht of water; use aoap if available. 

• Remove any a>ntaminated clothing. 

• Gall physician^ poison control center^ or emergen^ depart- 
ment for frirther advice. 
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BITES AND STINGS 



SNAKE 

N6n-P6is6nous 

• Treat as a puncture wouncl. Consult physician. 
Poisonous 

• Put patient and i^urefl part S reS^ Kee^^ 

• Do not apply ice. May use cool compress for prfn. 

• Immediate suction without incision may be beneficial. 

• Apply loose (Slow jSvo te^ra mdert 

above the bite (not around fingers or toes) if caimot get to 
medical he^ in one hour. 

• Transport victim prompQy to a medical facility 

lNSECTS--Spiders, scorpions, or unusual reaction to 
other stinging insects such as bees, wasps, hornets^ 
etc. 

• Kemove stinger if present with a scraping motion of a plas^ 
tic card or fingernail to reduce iiyection of more toxin. Do 
not puil^out. 

• ^^14 cj)mpresses on bite area to relieve pain. 

• if victim stops breathing) use artificial respiration and have 
someone call rescue unit and physician fbr further instruc- 
tions. 

weakness^ nausea^ voDou tightness" in chest, nose, or 
^9^»__9^ collapse occurs, get patient to physician or 
emergenqr d^artaxent immediately. 

• For scorpion stingj get immediate medical advice. 

• For spida: bites, obtain medical advice. (Save live specimen 
if safe and possible.) 

ticks 

• Always thordughlv -ii^ect child after time iii woods or 
brush. Ticks carry many serious diseases and ixiust be com- 
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pletely removed. 

• Use tweezera or protected era Jilaced close to the head 
to pull ti<S away fix)m point of attachment; 

• If head breSs^oflT, victim diould be taken without delay 
for medical remov^. 

ANiMAL— Bat, racoon, skunki and fox bites^ as well 
as unprovoked bites from cats and dogs, may be from 
a rabid animal. 

• Gjrii p^icim or medica^^ 

• Wadi wound gently but thoroughly with soap and water 
for is minutes; 

POISONOUS MARINE ANIMALS-Stlngray, llohfish, 
catfish, and stonefish stings 

• Put victim at rest and submerge sting area in hot water. 

• €all physician or medical facflrfy; 

OTHER MARINE STINGS 

• Flush with water, remove ray clinpng material; 

• Apply cold compress to relieve pcdn. 

• Gall physician or xxtedical facility. 

SKIN WOyNDS-Prdteetioh against 
tetanus shoulcl be ednsiclered fn all burns 
and whenever the skin is brolcen. 



BRUISES 



Rest iiyurecl part. Apply ebld compress for fisdf hour (no 
ice next tb skin). If skin is broken, treat as a cut. For wnnger 
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usuries and bicycle spoke iiquries, always consult physician 
without delay. 

SCRAPES 

Use wet g^aze or cotton to ^nge oS gently with clean water 
and soap. Apply sterile dressing, preferably nonadhesive or 
type (TeHa^ad). 

CUTS 

Small 

Wash with clean water and soap. Hold under running 
water. Apply sterile gauze dressing. 

Larg^ 

Apply dressini^ Press finnly^cmd elevate to stop bleeding-- 
use tourniquet only if necessary to control bieefing^ Bandage. 
Secure medical carej^ Do not use iodine or other antiseptics 
without medical advice; 

PUNCTURE WOUNDS 

Consult physician. 

StiVERS 

Vt^ish with clean water and soap. Remove with tweezers or 
forceps. Wash again. If not easily removed, consult physician. 

BITES AND STINGS 

See Poisoning. 

BURNS AND SOALDS-Prdte^^^^^ 
tetanus shduld be cdnsiderecl in all bums 
and whenever the sRih Is broken. 

MB 
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BURNS OF LIMITED EXTENT 



Jf caused by Heat: 

• Xmrneree extremity biinis in cdoL water of apply cool (5D° 
t6_BQ°F) compresses to burns of the trunk or face for padn 
relief. 

• Do not bi^ak blisters^ 

• Nbnadhesive matmal such as household aliunihum foil 
makes an excellent emergency covering. 

• Burns of any size of the face^ hands, feet, or genitalia should 
be seen immediately a physician. 



• Keep patient in a flat pdsitidn. 

• Remove nonadherent clothing firom burn area^if not easily 
removed, leave alone. 

• Apply cool wet compresses to ii^'tlred area (not more than 
25% of the body at one time). 

• Keep patient warm. 

• Get patient to hospital or physician at once. 

• Do not use ointments, greases, powder, etc. 



• Disconnect power source if possible^ or piill victim away 
from source using wood or cloth. 

• Do not use bare hands. 

• Electric btmis may require "CPR" (Cardio Pulmoiiaiy Re^ 
suscitation). 

• All electric burns must be evaluated by a physician. 



Cfaiidren under one year of age may su^r serious ii\jury 
and should be examined by a physician. 



EXTENSIVE BURNS 



EtECTRie BURNS 



SUNBURN 
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FRACtURES 



__ Any deformity of ii^'uifd part usuaUy means a firacture. 
Do not move perabn without ^liiiting. Suspected neck of 
back iqjuiy sbbiild only be moved with medical assistance to 
avoid causing paralysis. 

SPRAINS 

Elevate iijure part and apply only cold conc^resses. If 
marked pain or swelling present, seek medical advice. 

TEETH 

KN0eKED-QUT TOOTH 

• If the tooth is dirty, rinse it gently in rumiing water Do 
not scrub it. 

• Gently insert and hold the tooth in its socket; this is not 
possible, place the tooth in a container of n^ water; 

• Go immediately to your dentist (within 30 minutes, if pos- 
sible). Don't forget to bring the tooth. 

BROKEN TOOTH 

• Gently clean dirt or debris from the ii^ured area with warm 
water. _ 

• Place cold compresses on the face in the area of the ii^'ured 
tooth to minimize swelling. 

• Go to the dentist immediately. 

EYES 

Do not apply pressure to eye or instill medications without 
physician's advice; 
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• Attem^ removal of foreign body by gentle use of moist 
cotton swab; if not immediately successful, obtain medical 
assistance. Pain in eye from fbreign bcMlies, scrapes, 
scratchy, cuts, etc. can be alleviated by bandaging the lids 
Edxut untU doctor'ls aid cai be obtmned. 

• fbr chemicals splaiAed in eyi^, flui^ inmiediately with 
- plain waixac and continue fbr 15 minutes. Do not use drc^s 

or ointments. Call physician or poison i^ntrdl center. 

• If eye perforated by missile or sl^u:p olg'ect, do not ai^ly 
pre»9sure to lids and avoid straining. Consult ophtbal* 
mologist immediately. 

• if eye received blunt trauma, consult physician if in ddubt» 
especially if there is blurring or double vision, flashing 
lights or floating specks. 

NOSEBLEEDS 



In sitting fK>8itipn^ squeeze outside of nostrils between 
thumb and index finger for five to ten minutes. If bleeding 
persists, call your physician. 

FAINTING 



Keep in flat pbsitibh. Loosen clotiung around neck. Turn 
head to side. Keep patient warm. Keepi mouib clear Give 
nothing to swallow. Cbtain medical aid. 

HEAD INJURIES 



Complete rest. Consult physician. Obtain additional consul- 
tation if: 

• ^erejB s loss of cqnsdousness at tim 

• You ^ i^ble to fflrouTO & 

sflow the (^d to sleep^a^ but check frequently 

to see j^etiiOT tile j^d can be aroused. Check at least 
eve^ one to two hours dtJi-^ng the daj^ and two to three 
times during the nigfat.) 

• I^ere is peraistent vomiting. - — 
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• InabiUly to mdve a limb. 

• Oozing of blood or watery fluid firom the ears or nose. 

• Feiisistent headache lasting over one hour. The headache 
will be severe enough to interfere with activity and normal 
sleep. 

• Persistent dizziness for one hotir after the iiy'ury. 

• Unequal pupils. 

• Pale color that does not return to normal in a short time. 

CONVULSIONS 

Seek medical advice. I^y on sidejwith head lower than 
hips. Put nothing in mouth. Sponge with cool water if fever 
present. 



CHOKING 

If an ii^ant under one year of age 
chokes and is unable to breathe he is 
placed face dbwiL over the rescuer's arm 
with head lower than the trunk. Theres- 
cuer rests his forearm on his thigh. Four 
measiired blows are rapidly deliveied 
with the heel of tiie hand between the 
infant's shoulder blades. (A) If breathing 
is not start^i the infant is rolled over 
and four rapid cbmpi^ssions of the chest 
are performed as for CPR (see below). 

A choking child over one year of age 
should be placed on his back with the 
rescuer kneeling next to him and placing 
the heel of one haiid on the child's abdo- 
men in the midline between umbilicus 
and rib cage. A series of six to ten ab- 
dbmmcd thnlsts^HeiicQidi maneuver^ 
(rapid iaward aiid upward thrusts) 
should be appUed uiitil the foreign body 
is espelled. CB) The blderi la^er child can be treated in a 
sittings standing or rectunbent position using two hands for 
the thilists. (C) 
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IF breathing is tidt started, open mbtith with thuinb dyer 
toTigUe and fingers wrapped around Idwer jaw. If a foreign 
body is seen it may be remdv^ with a finger sweep. 

Rapid tran^rt to a medical facility is urgent if these 
emeigen(^ first aid measures fail. 

^RDldPULMdNARY RESUSdlTATldN 
(CPR) 

lb be used in situations such as drownings^ electric shock, 
and smoke inhalation. T^echnique of ptdmonaiy support 

• Clear the fbroat (Ree section on choking) and wipe but any 
fluid; vomitus, mucous, or foreign body. 

• Place victim on back. 

• S^aighten neck (unlel^ neck iigUiy su^)Mted) and lift jaw. 

• Blow gently into infant's nose and mouth and into laiger 
child*^ mouth with nostrils pinched closed. 

• Breathe at 20 breaths/min for infents and 15 breaihs/min 
for children, using only enough air to move diest up and 
down. 




Tedmique of cardiac sui^idrt (if no pulse or heart beat) 

• Place victim on firm surface. 

• lu the infant, rising three fingere de-^ 
press breastbone V^l" at level of nifh 
pies. Compress at 100 times/minute. 

• In the cMld, depress lower % of 
br^tbone with finger or heel of hand at 80 cdmpre^iona/ 
minute. There should be five cdinpressidns to one r^pira* 
tion. 

• Learn and practice CPR. 
Fmm: 

American Arademy of Pediatrics 

Committee on Accident and Poison Preventieti 

©1986 
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injury Report Form 

Name of ChUd Birth Date 

Parent Name 

Address Phone Nmnber 

Usual Source of Health Care 

Date of Ii\jury Time Age Sex 

Type ot lDjVixy (cdrcle) Bite, Broken Bone, Bruise, Burn, Chok- 
ing, Cut, Elye Iiyury, Foreign Body, Head Iiyury, Poisoning, 
Scrape, Sliver, Sprain, Sting, Other 

Location Where Iiyury Occrtrred 

e.g., child care room, batibroom, hail, playground, large 
muscle room, bus, car, walk 

Type of Equipment Involved 

How IcBury Happened (who, what, where, how, when) 



T*ype of Treatment Required 

e.g., fi^t aid only in day care, visit to doctor'ls office or 
clinic, emergency room, hospitalized^utures, cast, bandage, 
medication given 

Witnesses of Lyury Incident 

Signatures of Witnesses 

Name of Medical Professional Consulted 

Date Time Advice 



Retrospectively, what would have prevented this icjury? 



r 
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Planning And Evaluation Perm For Training in Day Care 



AGENDA 
ITEM 


BEHAVIDRAL 
OBJECTIVES 






TIME 


MATERIALS, 
EQUlPMEMT 




CONCEPTS 


METHODS 


EVAhOATION 























































































Prepared by Susan S. Aronson, M.b. 
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Meclieal Terms For The Dhild Day Oare 
Professional 

1. Antibody: Antibodies are substances pii^duced in tile body 
in realise to a specific antigen. Antibodies help protect 
against antigens that J:ain entrance into body tissues. 

2. Antigen: A substance foreign to tilie bcRly (usually a pro* 
tein^ spnietinies a carbohydrate) that causes tiie prbduc- 
tidn of an antibody the immune ^stem. 

3. Asyrhptorndtic: Without symptoms. A child may^ for in- 
&tance^ be an asymptomatic carrier of the organism that 
can cause str^ throat (group A beta hemolytic strep- 
tococci). 

4. Bacterid: Organisms with a cell wall. These organisms 
are much larj:er than yinises and caii usually be eScc- 
tivdy treated wth antibioti^ 

5. Bacteriostdtic: A substance which inhibits growth of bac- 
teria. 

6. Bilirubin: A sul lance which is ixiade in the liver. This 
substance increa.^os in Uver disease such as h^atitis and 
can cause yellowing of the skin or „^es bellowing of 
p^rts of the body is ccdled /jaundice*'). 

7. Brvnchiiis: Inflammation of the air passage tubes leading 
intx» fhe^ lungs. 

8. Celtutitis: A ^reading infei^ibn^m^ the skin and 
area below the skiii. This infection usually results from 
infection hy Specific bacteria (e.g.i Str^iococcus, 
S^hyt(K0ccWi and Hdemdphitus infltje^^^ _ 

9. Chart A record of information in t^ or tables. For 
examplei when a child visits the physician^ infdniiatibn 
is placed on the patient's chart. 

lb. Chickenpox: A highly infectious disease caused tiie 
virus Varicella-zdster. The incubatipn period after esqkH 
sure ranges firdm 10 to 21 days. The disease includp 
fever, muscle aches, and a rash. Tbe rash a|:^ears usually 
as small blisters (vesicles). Children can ^xf ad disease 
1 to 2 days before the rash a|q)ears and 5 to 6 days after 
the first blisters appear. 
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11. Cdrrien A child who is infected wiffi a specific organism 
but has ho symptoms of disease. For e^mple, some chil- 
dren may. be a^^ptbmatic carriers of ti&e organism 
ITa^m^^AiVz^ m/Zuefieae or Sirepidcdccw ^/ogenes (which 

_ causes '^strep'' throat). _ 

12. V6mmuhicab& period: Ite pmod of toe when a child 
is capable of i^readihg infection to anoiber child. Li 
chickehpbx, this period is 1 to 2 di^^bsfore ti&e onset of 
rash and 5 to 6 days after ffie^fest grog) of blisters has 
appeared. A list of the communicable periods for common 

_ _ disease of childhood is given si fee end of this glos^uy. 

13. CoT^nnciiviti^v Inflammation of fee delicate tissue which 
lines theL^elids and cbvero fee eyebcdl. 

14. Coryza: Discharge ffbm fee nose (run^ nose). Occuis 
__ with fee commbh cold. 

15. Croup: Spasm of fee air passage causing noisy and some- 
times difficult breathing. Croup can be caused by a 
number of difi^reht bacteria and viruses. 

16. Defervescefvce: Decline in fever. 

17. Didrrfied: An increase in amount and (£ange in qualii^ 
(too loose or watery) of stboL Ite following br^snisms 
can cause diarrheaLrbtav^^ Nbrwalk virus, Saimohelki, 
Giardid, Shigeltd, Camf^hbacief; GlosiridiuTn di^dk, E. 
qqlL 

18. I^spried: Difficulty in breathing or shortness of bre^h. 
For example^ a dyspnea may occur in a child wife 
pneumonia. 

19. Emesis: The act_bf vomiting. 

20. Enc^hutitis: Inflamniatibn of the brain cm be 
caused by a number of viruses including febse feat cause 
mumpSi rdeasleSi and chickehpox^ 

21. Epiglottis: This is fee tissue lid feat obvera fee opening 
to fee air passage when food is being swallowed. When 
this organ become swollen and inflamed (called epigiot- 
titis)^ it can interfere wife bfeafeing. 

22. Fomiie: An inanimate ohject or material, ff certain 
disagse-prbducing agents are located on fomit©3, fera fee 
fpmites canjerve as a meahafor spi^ding febse agents. 

23. Erythema: Redness bf fee skiii. Often used as an ac(jec- 
tive, for example^ an eryfeematbus lesion. 

24. Giardid: Giardid tdmblid iB fee name of a protozoan feat 
can cause inf^ibns wife dian*liea in children in day 
care setting. It can cause diarfeea, anorexia (la^ of 
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desire to eatj, and nausea. Maxiy children may be 
_ a^rmptbxnatic. _ _ 

25. ffaemdphilus influerv^i Tliis bactenal brga^sm may 
cause meningitis, cellulitis, pneumonia, otitis media, 
epiglbttitis,_br c^iigunctivitis. 

26. K^pdiitis: This term refeiB to inflammation of S&e liver. 
There. are three commbh iyp^B of hepatitis: type A, type 
B, and hon-A, hon-B. Hepatitis ^e A is transmitted by 
the fecalnoral route and is often as3^ptdmatic in ^1- 
dren. It has been documented as a £requent cause of 
hepatitis in day care (see #32 in i^ glossary). Hepatitis 
type B, and non-A, nbn-B have not been identified as 

aighificant problems in day cafe. 

27. Host A person of animal that suppbfts an i^ectious 
__ agent. _ 

28. I^/pothesi8\ A pfbpbsed ekplanatibn fbf obsefvatibns; can 
_ _ be tested by apprbpfiate studies. 

29. Icterus^ Anbthef word fof jaundice, a yellbwing of 9ie 
skin tissue of the whites of the eyes. For example, a 
physician maty say a child has "icteric'* eyes. 

30. Immunity: This term refeiB to the pfbtectibn Som or re- 
sistance to infectibh that a pe:^bh may acquire. A chiid 
aoiuifes imxauhity tb measles, mumps, fubella, and per- 
tussis aftef immunizatibn. Newl^brn children initicdly 
haive .the cfune immune status as t£eir mothers. This 
usually wanes dufing the fi^t six mbnths bf life. 

31. Immuhizdtioh: TbiM is the pfbcess bf giving active im- 
munity to childfen (i.e., baby shbts). The unmuntzmGr 
agent is usucdly an inactivated bf killed agent, bf ^ay 
be an attenuated live bfganism sudi as measles bf polio 
vaccine. The cufrently fecommeiAded schedule fbf active 
immunizatibn of healthy infants and childfen is Usted 

_ below: _ _ 



Becbmmehded Age 

2 mbhtiis 

4 mbhUis 

6jnbhths 

15 months 

18 months 

2 years 



14-16 years 
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Irhmunization 

DTP, 0PV 

DTP.OPV 

DTP (GPV optional) 

MMR 

DTP^DPV 

HBPV 

DTP, OPV 

Td 
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Symbots: 

DIP (diphtheria and tetanus toxoids with pertussis vac- 
cine) 

OPV (oral, attenuated poliovirus vaccine types 1, 2, and 

3) 

MMR (measles^mump^s, and rubell^ vaccine)^ 

EBPV lH'0£mqphiiu8 b polysaccharide^ vaccine) 

Td (adult tetanus toxoid [fhU dose] and diphtheria toxoid 
[reduced dose] in combination) 

32. Gamma gtobulin or im This is^an antibbc^ 
preparation made from human plasma. For example^ 
health officials may wish to give doses of immunbglbbiilin 
to children in a given day care center when cases of 
hepatitis appe^. 

33. Irr^tigd: Skin inaction usually caused by the streptococ- 
cal bacteria. The lesions from this inaction have_several 
stages (vesiciUar^ pustular and encrusted stages). The dis- 
ease is usually acquired from other persons with im- 
petigo^ probably by direct contact. The incubation period 
of irapetigd is not kildwn^ 

34. Incidence rate: Refers to the number of cases of a disease 
over a defined period of time. 

35. Infection: When an infectious agent multiplies in or on 
the body. 

36. Influenza: This is an acute viral disease of the respiratpiy 
tract. Symptoms usually indude fever, chills, headache, 
muscle aches, and sore tiiroat. Man is the reservoir and 
other patients can be infected by airbonie spread of con- 
taminated droplets. The incubation period is shorty usu- 
ally 24 to 72 hours. A person may spread the disease up 
to 3 days from the onset. This disease is difierent from 
that caused by the organism Haem^hitus influer^aei 
which is a bacterium. 

37. Mortality rate: This term refers to the number of deaths 
due to a disease caused by an organism, divided by the 
number of peiisons infected. 

38. Meningococciis: A bacterial organism with the name 
Neisseria meningitidis. It can cause meningitis. 

39. Meninges: These are the tissues covering the brain. When 
they become infected and inflamed, the condition is called 
meningitis. 
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40. Mycqptdsmd pneUmdniae: This bacterial drgamsm 
cause bdtii uj^er and lower respiratpiy illness. Tlie inci- 
dence of this disease is gi^aiest during the fall and 
winter. The incubation period is 14 to 21 days. 

41. Otitis media: Inflammation of the middle part of the ear. 
A yeiy common inaction. The organisms responsible for 
inaction include Str^tococcua pneumoniae and 
HaerrUy^hUusi 

42. l^dicutosis: Andflier word for lice. Mode of traiismissidn 
is through direct contact with an infected persdn and 
indirectly cdntact with his/her personal beldngings. 
The incubation period is usually about 2 weeks. 

43. Prevalence: This is the nuniber df cases of a giveii disease 
in a population at risk during a given time period. Fdf 
example, ydu may hear that the prevalence of 
asymptomatic CrMxrcf in a day care center classroom oii 
any given day might be 30 percent. 

44. SuweUtance: Systematic notation and evaluatidn df oc- 
currence of disease. For ex2:^ple, state health depart^ 
ments may wish to do active surveillance for specific 
diseaaes, such as Giardia or Haem^hitus influenzae in 
day care centers. Active surveillance means calling 
labdratories, day care cenliera, physicians and other day 
care health prdfessionals to determine if disease is occur- 
ring. Passive surveillance is when one depends dn volun- 
teer reporting byjtealtih c^re jpe^ 

Disease Comrnanicable Period Period of fnctfbB^n 
1. Cbnjunciivitis d jiing the period of 24-72 hours 



mooth disease 

3. Bingwbrm of when lesions are present 10-14 days 
the scalp 



2. Hand^foot St 



symptoms 

acute stage of IHness 



3-5 days 



4. Acute diarrhea 



Dej^nds on the ^ual 
oi^anism. For bacterial 
organisms, it may be for 



Depends on the 
organism. For 
Salmbnella it can 
be from 6-72 
houns. 



6. Diphtheria 
6. Enterobiasis 
(Pinworms) 



several weelcs. For cbmmdh 

viral irifecttor[sjil<e 

NonA^dk or rotavirus, it 
may be only a few days 
after onset of diarrhea, 
approximately 2-4 weel^ 
as iong as eggs are 
present in the stool 



2-5 daws 
4-6 weelcs 



r 
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7. Giardiasis 



8. Hepatitis, 
type A 



9. Measles 



10. 



11. 



12. 



Rubella 

(German 

ftieasjes} 

Erythema 

infectiosam 

tFifth disease) 

Salmdnelldsis 



13. Scabies 



14. Impetigo (due 
to staphylo- 
coccus) 

15. Whooping 
cough 



as Jong as the person Is 
infected 

until the end of the 
incubation period; hot 
usually after the onset 
of jaundice 

just before appearahoa 
of rash to 4 days after 

appearance of i^sh 

from one weel< before to 
4_days after appearance 
of rash 
unlcnown 



t^roughdUJ the course 

onnfectlon 

until mites and eggs are 
destroyed (usually after 
1-2 cx»u rses of therapy) 
as long as purulent lesions 
or the carrier state exists 

in untreated patients, 
from the onset of para- 
ysmal cough for 3 weeks 



15-50 days 
(Usually around 
30 days) 

10-1 4 days 



14-21 days 



6-14 days 



6-72 hours 



2-6 wselcs In 
persons not 
previously exposed 
unlcnown 



apjsrdxjmately 
7-10 days 



Adapted from: 

iVlEDleAL tERMS FOR THE CHltEL DAY.GARE PROFESSlONAb 
AND CHILD DAY CARE TERMS FOR THE HEALTH PROFES- 
SIONAL 

Minnesota Department of Health 
dune, 1984 
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Additional Reading For The Health 
Consultant 

1. Fein GG, Clarke-Stewart A: Day Care in Context^ A Wiley 
Interscience Publication, New York, John Wiley and 
SonB, 1972 _ 

2. Ruopp R, OTteell B, 

A Day Cam Guide for AdministmtDrSp Ifeocfeers, and Par- 
ents. Cambridge, MA, The MiT Press, 1973 

3. Provence S, Naylor A, Patteraon J: five CtwAtange of Day- 
care. New Haven, Yale Univeraily Rress, i977 
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Abuie. See child abuse 
Accident 

Emergenpy procedures 96-91 

Nbtificatibh of parehi_90*9l 

Sample report fonii 220 

Activity sd^edule 14-16 

Acute heipatic gingivo-stomatitis 70 
Admission^ develojmient of criteria for 116 
Adultfeluld ratio 13 

Adult-tetanus toxoid and diphtheria toxoid (Td) 156-187^ 22i-225 
Advisory Gonnmttee 119 

AFDC (Aid to Families Trith^Dependent Ghildren) 125, 132 
'^'^PS (Acquired Immune Defidenc^^mdrbme) 7fl,^71 
Aid to families wth^ Children. See AFDC 

Alcohol, abuse by parent 52-53 
Amenc^_Sdciei^ for Testing and Materials 81 
Anoxia 33 
Antibody 222 
Antigen 222 
Art supplies 82 

last of unsafe 209 
Asymptomatic carrier 222 

Bacteria 58, 68, 69, 222 

Bathrddm safety checklist 202-203 
Behavior code 27-28 
Bilirubin 222 
Bites 

Animal 212 

Insect 212 

Marine animals 212-213 

Snake 211-212 

Tick 212 
Bottle feeding 24-26 
Breasl milk 26 

Collecting and storing milk procedure 149-152 

Questions about escpressing inilk 150-152 
Bronchitis 69, 222 
Bruch, Hilde 3 
Bruises 213 

Bu^ey Amendment 22 
Bums 80-81, 214-216 

Bus, school 86-87 > ^ 
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GampytobcxUr 223 

Gardiopalmbnary resuscitation. See CPR 
Car pools 85 

Carrier, afymptdmatic 223 

CeUuHtiB 224 

Csnters for Disease Conttil (CDC) 59, 182-183 

Chapini Hany Dwigbt 1-3 

ChecUis^ 

Child care questions and answers 177-178 

Classroom safety 193-196 

Criteria for jaectibn of cfl^^ centers 168-176 
Evaluating polities 161-163 
Medication 143 

For parents re^rdii^ child's needs 154-160 

Site safety 193-203 

T^ype of we centers 164-167 
Cmcken pwx 58, 71, 222, 223 
Child abuse. S&^ also child neglect 

Alooliol or chemical al>use 52-53 

Characteristic of &aniiy jnember8 l8i 

D^ care as metiiod of prevention 63-55 

Educational programs about 54-55 

Investigation of 49-53 

I^g^tjqn 118 

Occurrence 42-44 

Phymcal 43, 44,^60^ 

Prevention of 46-48 

Reporting of 48-49 

Sexual 43-44, 45, 50-51 

Staff training 99 

Summary of cltip to 179-180 
Child Cai^ ^d Rrogt^i 12^^ 
Cfatid Development Associate Consortium 93 
Child HealUi Appraisal Form 19 

Sample of 134-135 
Chad neglect 41, 50-52 

Staff training 99 

_Sympt6ms 51-52 

Child Protective Agency 168 
ChUd safety seats 83-84 
Chol^og 

Beindich mweuver 218 

In infent 218 

In o lder chiM 21^^ 

Preventive methods 25 

In toddler 218 
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Classrbbm safe^ (^^Mist 193-196 
ChsMdium (Sfj^iU 223 

eommittee on Early Childhood, Adoption, and Dependent 

Care 121.124 _ 
Committee on Infectious Diseases of the American Academy of 

]^diaM<» 6^^ 
Communicabie period 223 
CoEtjunctivitis 69, 223, 224 

CbinmuEii(^ble_aiid incnibaJion pejribd 226 
Consent to Medical Records Form 22 

Sample fbnn 148 
Consultant. See Health considtant 
^J^^Si^us diseases 

Exclusion poH^ 66^67 

Health form listing 21 

TiTiTnimiy^tion recbmmendatibn schedule 182-183, 186-187 

Gonyulsions 217 

Cooperative day care program 131 
Cpryza 223 

CPR (Caa^c^ulinbna^ resuscitation) 218-219 

Crogp 223 

Crowding,^ in p^ical setting 13-14, 60-61 
Qytbmegalbvirus (CMV) 70 

Day care center 
Activity sdiedule 14-15 
Behavior code 27-28 
Checklist for parents 154-160 
Child abu^ 41^ 
Child health forms 134-7 39 
Childhood imidunizatibn_ schedule 186-187 
PP<>P^>^tive program 131 
Criteria fbr good, list of 9 
Definition of 125-126 

Early histbty of 1-4 

FacHit^ regulations 60-62 
financial a^istance fbr 7 
Health policy 118-119 
Health records 19-23 
Mealffi jselft^i^ 16 

infectious disi^ises, ptisventiqn and control 58-72 
I^jury, prevention and control 74-89 
li^^catibn forms 143-145 
Need for 5-7 

Parent support 28-30 ^ 
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Physical setthig 13* i4 
Physician's xt>l& in Selection 8-9 
Regulations 116-118 
Rest ^nod, importence of 15-16 
Roie of pediat^cim 121-123 
Scbodl-aged childn»n, activities for 16-17 
Site safety diecU 193-203 
^icUng»^e 131 
Special needs child 32-40 
Staff health appraissd 146-147 
Terxninblbgy for 125-132 
W^ing aigfflBas for possible problems 166-167 
Defervescence 223 

Departineht of Social Services 165-166 
Diapering area 63 
Diarrhea 223, 226 
Diet 26-27 

la health records 20 

Nutritional j>brtibns 153 

Special 26-27 
D^htiieria 71 _ _ 

Childhood inununizatibn schedule 186-187* 224 

Cbnununicable and incubation period 226 

Staff mtnunizationjgcqrdB 182 
Dipfatiteria-tetanas-pertussis vaccine. See DPT 
Directbr, day care 127 

And he£dth (X)iisultant 106-107 
biMtbled 

integrated mih nondisabled children 33-34 

Staff imning about_9_9_ 

Support of family 3638 
Disaster planning 89-90 
Discipiine 27-28 
Disease, See Infectious disease 
Pb\ra S^drbm^ 32 

DF^ (piphtheria-tetanus-perttissis) vaccine 186-187, 224-225 
Dressing 16 

Drop-off and pick-up areas 84-85 
Drugs, abuse hy parent 52-53 
Dye^ HB. 4 
Dyspnea 223 

Educatibiud backgrbiind, bf staff members 93 
Education for All^an^cqpped CW^ Act 32 
Education programs, prevention of sexual abuse 54-55 
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Electrical ^uipmeht 

Burns 215 

Sgray prevention 81 
Emei^en(^ procedure^ 

Disaster plcmning 89-90 

Evacuation 89-90 

Fire safety 89-90 

Individual 90-91 

Notification of pa^ht 90-91 

Pdi^nizigs 211-213 
Emesis 223 

Employee. _ 

Health form records 21-22 

^mple appraisal form 146-147 
Encepfaalttis 223 
Enteric infection 68 
Enterobiasis 226. See dXao pinwbrms 
Environment ^afety 

Gross motor play 76-77 

HSgh-riali areas 78-82 

Playground equipment 76-78 
Environment* studies on efi^ct of 2-3 
Epiglottitis 223, 224 
Eiythema 223 
Eschmchja coli 22Z 
Evacuation 89-90 

Every Ride Safe Hide Program 83-84 
Eye ii^ury 216 

Fainting 217 

Failing* playground equipment 76 

Family Child Care Home 128, 164 

F&mily Rights md Privacy Act of 1974^2^ 
FDA Food Service Sanitation Manual 63 

Federrf fimding, Ktle XX 128-129, 131 

Federal Interagency Day_ Care Requirements (FIDCR) 128-129 
F^eral legislation 117-118 
feeding 23-27 

Bottie feedings 24 

Food storage 24 

Nutritidhal portions 153 

Special needs 25 
FIDCR (Fedei^ Intemgenpy Day Care Requirements) 128-129 
Financial assistance 7^ 167 
Fire, emergency plans 89-90 
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First aid 90 

Instnidibns fb^ programs 210-219 

Flooi^ igjury jireventiqn 80^ _ _ _ 
Floor space, requirexneitt in physical setting 14 
Fdmite 223 

?^P94 P^ep^^Pz^ 63-65 
Food storage 24 
_ Sitej9afe1^ checklist 198-200 
Formula, infant 65 

F^ctm ' 216 

Frank Porter Graham Sevelopment Center 4 



Gamma globulin 225 

^^^^^^f J^J^& J^''^ removal 62 

Gender identification 17-18 

Gerxnan measles (rubellail _ _ _ 

Childhood immunization schedule 186-187 

pPJ^l^_^^]^f inimbation period 227 

Staff immunization records 182-183 
GioTxfia fcm6/ia J223^224__ 
Giardiasis 68, 224-225> 227 
Gi^ Metor pl^ 

iojuries related to 76 

PLanmngif 77 _ 
Guidelines for Heal^ Supervision 19 

&mple form 1.8^ 

Guns, safety regulations 88-89 

Haern^hiViJ^ b iMslysaa^aride (HBPV) 71^ 186-187, 224-225 

HoBimpHUm influem^ 222-226 
Haemophilus infuemae type b 69, 71 

Childhood immunization schedule 186-187 

Vaccine for 71 
Hair infection 69 

Hallway safe^ checklist 196-197 . . . 

Hahdicapi^ children 6^ 32-39^ oZso disabled child 
Hend wphii^, impbitaiice of 58-60 

HBPV (^^mopAttua b polysaccharide vaccine) 186-187, 224-225 
Head iiqury 217 

Head Start 4, 34, 116, 127 

Health assessment form 138-139 
He^th^^re 

Policies^ 118-1 19 

As a scheduled a_ctivliy_ 16 
ITealth a)pultant 105-113 

Gefining day care progt^un 105 
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Beveioping faealtix policies 109-111 

Handling illness, emergencies, and safe^ i09-ii6 
Health education 113 

^^^M J^l<^^^^ 112 

Preliminax^ steps 106-107 

Reference residing list 228 
Health education 113 
Health polides, s^iff tndning 97 
Hecdth prof^sional, m oDusultent 104-106 
Health pztigram, planning and implementation 108-109 
Health records 

Child> re<»rd_19^^^^^ 

Confidentiality of 22 

Medii^tioh and diet 20 

Sample child health form 134-137 

Sample h^th a^^sment form 138-139 

Sample staff appraisal fc' j 146-147 

Staff a<^88 cbiiFieht ford 148 

For staff, substitutes^ and volunteers 21-22 

Traudng procure 96 
Health training 

Metiibds of 99-101 

C^-the-jbb 100 

Physical environment fw 101 

Professionak as trainers 102 

SRshedulingLtime for 95 

For staff 93-102 

Topics to cover 96-99 
Hearings impairment 38-39 
Heating equipment, ii^uzy prevention 80-81 
HeinUidh maneu^ 

Hepatitis type A 68, 68, 70, 224 

__ Communicable and incubation period 227 

H^atitis B 70, 224 

He^^ simplex type 1 virtis 70 

Herpes simplex type 2 virus 70 

Hos^ of infection 224 

Hous^lants 

List of poisdnbtis 208 

Ust of saf 9 208 



Icterus 224 

Sfai^, dhronic 39-40 

Illness pblior 66-66 
Establishing poliQr 109-111 
Letter to parents, guideUnes 189 
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_ Staff txaimiig 97-98 
Immunity 224 
Immiinlgitidn 

Health form listing 21 
R)r personnel 59 

Recommendations for caregivers in centers 182-183 
- Recommended schedule 185, 186*187, 224-225 
|mmimbglol)ulixL 226 
Impetigo 69, 225 

C^nmunicable and incubation period 227 
Infiant 

Collecting and storings breast miU j)n)cedure 149-152 
De veloping health policies for 111-112 
feeding 23-26 
Formula 65 _ 
MortaUty 1-2 
Infectious disease 68-73, 225 

Control 67-72 

Exclusion poli^_ 66-67- 
Ficility standards 60-62 
FtXMl jmparation area 63 
^bage 63 
Hand wadiing:5£ 
Illness policy 65-66 

Mra^ement of an outbreadc 71-72 

Personnel 68 

Prevention 58-67 

I^ventable by vaosination 71 

Sanitation motiiods 60-65 

Sick cbM caS 65-72 

Spread by body fluids 69^1 

Spread by dinsct ^n^ct 69 

Spread by fecal-oral route 68-69 

Spread by xespiratbiy ibute 69 

Staff training about 98 
^uenza 225 
ix\|uries 74-92 

Burns 80-81, 214-216 

Choking 218 

CPRjl8-219 

Disaster placmng 89-90 

EmergenQT prbcedures_89-91_ 

First aid instructions 90^ 210-219 

Guns 88-89 
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Head i5iary^217 

Hi^-iisk. areas of fkcOi^ 78-82 

Inclividual 90-91 

Playgwmd 7^78 

Poisonings 206-213 

Prevention and control 74-89 

Reporting 91 

^aii^le report form 220 

Swimming 88 
_ Trans^rtation safety 82-87 __ 
Irvury Control for Children and Youth 75 

Iteport I^nn 
inservice training 95-96 
Investigatibn,_child abuse 49-53 
Ipecac synip 210 

IQ» of institutionalized cluldren 2-3 

Jaundice 222, 224 

kitchen safety checklist 198-200 

Latch-key pxbgram 130 
Laws 

ehild^ety seats 83-84 
_ Seat belts 83-87 

Legal issues^ confidehtiality of health records 22 
Lesson plans 100 
Lice 58^ 69, 226 
Licensed facility 164 
Licensing 130_ 

Agenpy staff members 118 

epcpacity 130 

And child abuse prevention 55-56 
Pay care regulations. 116-119 
Requircmen^ for 165 

As staff training method 99-100 

Life Safety Code of the Natiottd Fire Protection Association 70 

Masturbation 18 
Maternal depnvation 3 
Mead, Margaret 3 
Meal management 24-26 _ 

Nutritional portions 153 
Measles 71, 223 

Childhood immunization schedule 186-187 

C^mmumcable and incubation period 227 

fi 253 
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_ Staff immtimzation records 182-183 

Measles, rubella, mumps vaccine (MMB) 186-187, 224-226 
Medic^ e valuatidii 

For child 60, 134-139, 184-186 
_ For personnel 58-59,^ 146-147 
Sfedicil records. Sfee Health records 
Medic^ terminology, for day care professional 222-227 
Medication 

bealth recdrds 20 

FoliQr 140-146 
Medication Administmtion Record, sample form 146 
Medicatioa Checklist 20 
_ Sample form 143 _ 
M^icatibh Consent Form 20 

Sample form 144-146 
Meninges 225 
Meningitis 224, 226 
Menir^cm^m 58^ 69, 225 
Mental healtii services 

Consultatioh resoiirces 112 

Staff training 97 
Mental retodation^2 

Milk, breast, coUectiiig and storing 149-152 

MMR (Measles, rubella^ _wd mumps) vaccine 186^187, 224-225 

Mbntessbri philosophy 130 

Mortali^, Jnfant 1-2 

Mortality rate 225 

Mothera 

Maternal deprivation 3 

l\eenage 64 
Mumps 71, 223 

Childhood immunization record. 186-187 

Staff immunization record 182-183 
Mycoplasma pwmmoniae 226 

National Association for the; Education of Touhg_ Children 87, 168 
National Electronic Byury Sui^eiljance System 
National Hip Protection Association Life Safety Code 90 
National Highwcgr Traffic Safety Administration 83, 37 

National Safety Council 74 

NationGQ ^:hdoi Lim 126 
Neglert.^ Child neglect 
Neisseria meningitidis 225 _ 
Neurpmotor abhbrmalij^ 39 
Nig^t parejprogram 
Nonlicensed care center 164 _ _ 
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NON-WIN program 132 
Norwalk yir,vs_223, 226 

No^ble^ls £17 

Notification procedure, for emergenpy situations 90-91 
Nutrition 

Diet 26-27 

Feeding 23-24 

Food storage 24 

Meal management 24-26 

Meal planning 153 

Staff training 97 

Q(x\Q)ational Safety and Health Admihistratibh. See OSHA 
On-the^bb training 100 

polio vaccine (OPV) 186-187, 224-225 

Orphanage 2 _ _ 

OSRA (Occupaiii)nal Safety and Health Administration) 76, 79 
Cbnsiiltants 79 

State^^rvi(% directory listing 204-205 
Otitis media 224, 226 
Outdoor play areas 77-78 

Safety checklist 200-202 

Paint, lead content 81-82 
Parent 

Checklist on day care 154-163 

Single^kmily 7 
_ Support 28-30 _ _ 
ParehVs Guide to Day Care, A 154 
Pawenger safe^ 82-87 

Booster or child seat 84 

Ehild safety seats 83-84 

Drop-off and pick-up areas 84-85 

Tfeachihg to child 87 
Pediatridan 

Bole in day cctp. selection process 121-123 

Hole in suspected child abuse 50 
PedicUlbsis 226 
Peraonnel 

He^tti appra:i>al form 146-147 

HecQth recbrds for 21-22 

Preventive methods against infection C8 60 

BesponBibiiities of r:i-i3 

_ Selection of 1213 

Pertussis (whb(X?in^ cough) 71, 186-187 

Ck)mmutiicab!e id incubation paHod 227 
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Physical abuse 
Investi^tibn of 60 
Occurrence 43 
Freventibn 46^48 

Recbgnitibii of 44-45 _ _ 

Fk^ical contact, as e:q>ressi6n of affection 18 
Physical examination 

For cEdld 19.20 

Sample health form 134-139 
Pbysidan, role in day care selection 8^9 
Pinworms 68, 226 
Plant poisoning 81 

How to avoid 206*208 
^^ PPli^^eUs 207 
_ Safe faouseplants 208 
Playground 

I^'uries 74-78 

Ou^c^r safejy ^^^^ 200-202 
_ Surfacmg material 77 
Pneumbxua 223-224 
Poisoning 

Bites and stin^ 211-212 

Eye 211 

Fumes_and ^ses 210-211 
Plant 206-208 
Skin 211 

Swallowed, emergenpy procedure for 210 
Pdlibi^yelitis 68, 71 

Childhood immunizajion schedule 186-187 
_ Staff immunization records 182 
Prescbtt, E. 14 

Ingram Medication Adminisfxatidn Policy Form 20^ 140-145 
Puncture wounds or cuts 213-214 

Import of ific Comrhiti^e bh Infectioua Diseases 68, 71 

Re^iratety disease 69 

Rest, sdieduiing adequate 15-16 

Retardation 2 

Ringworm 69, 226 

^tevirus 223, 226 

Rubella (German measles) 71 

Childhood immunization schedule 186-187 

Ckinmiimcable and incubation period 227 

Steff immunization records 182-183 
Rutten M. 3 
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Safety 

Bathroom and Jatindiy r(H)m 202-203 
Hallways and steire 196-197 
Kiteheh and storage area 198-200 
Outdoor checklist 200-202 
In pfaysii^ gMBtting 13-14 
Room and unit diecklist 193-196 
Site checkliste 75^ 193-203 
Source material 190-192 
Staff training 98-99 
Safety inspections 75, 79 
Heating equipment Bi 
Site j*e<^ist 193-203 
Salmoneiiosis 68, 2^ 

Communicable and incubation period 227 
Sanitation irrbcedure 
Diapfring area 63 
0f facility 61-62 
Food preparation area 63-65 
Scabies 69 

Communicable and incubaiibn. period 227 
School-aged child, activities for 16-17 
Seat belts 83-87 
Sensory impairment 38-39 
S^cual abuse 41 
Educational programs about 64-55 
Evaluation 61 
Inyestigatibn of 49-51 
Occutreni^ 43-44 
Prevention 46-48 
Recognition of 45-56 
Sexuality, developing attitudes towards 17-18 
Shigellosis 68, 223 
Svsk child care 
Exclusion polic^ of 66-67 
lUness policy 65-66 
Programs for 67 
SIDS (Sudden Inftrnt Death Syndrome) 44-45 
. Sight impainnent 38-39 

Single-parent family 7 

Site Safety Checklist 193-203 
Skeels, JIM: 2-4 
Skeletal abnormality 39 
Skin wounds 
Bruises 213 

Contact with poisonous substances 211 
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Cuts 213 
directions 69 
Puncture wounds 214 
Scrapes 213 

Stivers 214 

Sleep, scheduling adequate 15-16 
Slidiiig scale, of payment 131 
iliyere 214 

Sns&e bhes 211-212 _ _ 
Social Security Act 132 

Source material, child health and safety 190-192 
Spite 3 

Sprain 215 

Stajff Health Appraisal Form 21 

Sample form 146-147 

Staff Training Evaluation Form 221 
Stairways 

niumination 79 

Safely checklist 196-197 

j^®^_P?!^^**®°^ 79-80 
St^^ococcus 58, 222, 227 
Stiiigs 

Insect 213 

Poisonous marine nniTnalft 213-214 

^Sep'* tooat 22a_ 

Straptocdccus 58, 222, 223, 225 
Si^^^ocoociis pneunwniae 2t^6 
Srh?p^n>^S8pyD£reneB 223 
Sudden infant Death Syndrome (SIDS) 44-45 
Sunburn 215 

Suxfacing niaterial^ for p^^^ 77 
Swimming, as an activity 88 

3Sx Reduction and Simplification Act of 1977 132 
Tax Reform Act of 1976 132 

TO (Adult tetanus toxcii-diphtheria toxoid) 186.187, 224, 225 
Teacher 127-128 

Assistant 128 _ 

Healtfa fdm 21-22, i46-147 
linage motixers 54 

Teeth, knocked but or broken 216 . _ 

Temperature, (^timal i^uiremehts in physical setting 14 

Tetanus 

Childhood immunization schedule 186-187 
_Staff immunization r^rords 182 
Thousand Cranes School 34 
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Title IVC 132 

Titie XX, See Title XX Social Services Block Grant 
Title XX Social Services Block Grant 117, 128-129, 132 
Toilet areas 62 
Transportetion 

Ghild safely seats 83-84 

Prbp-ojf and pick-up areas 84-86 

Laws 83, 85 

Passenger safety 82-87 
Pedestrian safety 87-88 
Safely rules 85-86 
As service of center 86-87 
Tuberculin test 
For <?hild 185 

Health form listing ftv stai: 21^ 58 
Tuberculosis 68, 186 

yhdernutrition,. child neglect 51-52 

Umted States Department of Agriculture Food ai\d Nutrition 

Service 126 

U.S. Consumer Product Safety Commission IZ-l^ 

Vaoiinja. See Immunization 
Vtoicella. See Chicken pox 
Virus 69-71,^ 223,^ 225, 226 
Vcliihteers^ health form records 21 

When i Etds in n Car (Chlad) 87 
Whooping cough (pertussi) 186-187 

Cpmmiinicable and incubatdbn period 227 
VHN (Work Incentive Pit)ghim) 132 
Window, iiy'uiy prevention 80 
Women 

Single^ in work force 7 
^ work force 5-7 
Work Incentive Program (WIN) 132 
World Health Organization 3 
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